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REPORT OF INTERESTING CASES. 


BY A. H. CORDIER, M. D., KANSAS CITY, MO., i 
Professor of Abdominal Surgery in the University Medical College. 


As a contribution to the “Missouri Number’ of American 
Surgery and Gynecology, the following case-records are sub- 
mitted: 


HYSTERECTOMY FOR INVERSION OF UTERUS. 


CASE I.—Some three years ago this young lady had a small 
pedunculated polyp removed from the uterus by pulling it down 
and clipping it off with scissors. Some several months later the 
physician in attendance made an examination, vaginal, and found 
a growth of some kind. He decided that it was a fibroid and 
began treating the enlargement with injections of ergotine and 
administered iodide, etc., internally. After a few weeks’ treat- 
ment the mass disappeared and the doctor reported the case as 
one of “fibroids of the uterus cured without the knife.” 

I saw the case first in January, 1902. Her history at that 
time was a rather vague one of general ill health with no symp- 
toms pointing to the pelvis save that of a frequent, yet slight 
discharge of a blood-stained fluid from the vagina. She com- 
plained of no pain at menstrual periods; and there was no his- 
tory of extrusive contractions of the uterus. She was fairly well 
nourisht. 

A digital examination revealed a puriform mass in the vagina 
about three inches by two or two and a half in breadth, of a soft 
and velvety nature, not painful to touch. The finger could be 
carried all around the mass. It disappeared thru the os by a 
constricted neck. The finger could be swept around the neck 
of enlargment within the cervical canal upward for an inch, or 
possibly less. It seemed to be an extruded growth of some na- 
ture, but the diagnosis was quickly made when the bimanual ex- 
amination revealed absence of the uterus from its normal posi- 
tion. Added to this was the revelation (on introducing the specu- 
lum) of the openings of the Fallopian tubes. A probe could be 
easily introduced into the uterine ends of the tubes under vision 
while the speculum was in position; evidently the inversion was 
primarily induced by the removal of the polyp three years ago. 
The “fibroid” cured without the knife was the inverted uterus 
that reduced itself by aid of the ergot injections! 

She was placed under an anesthetic, and a prolonged and 
faithful effort made to reduce the inversion, but with no suc- 
cess. The uterus was therefore removed with the Fallopian 
tubes, leaving the cervix and the ovaries. The danger of abdom- 
inal pregnancy was thought of in the case, but as she was an 
unmarried woman and had begged that the ovaries be not re- 
moved, I left them. : 

The tubes and peritoneal uterine surfaces were firmly ad- 
herent—hence the futility of my endeavors at replacement. 


UTERINE POLYP. 


CASE II. In presenting this case, I do so that the compara- 
tive diagnostic points may be brought out, when comparing the 
condition with an inversion of the uterus, the case of which I 
have just reported. 

This lady, aged 54, the mother of three children, the last 
being born twenty years ago, presented herself to me at the 
hospital where I do most of my operating. She was fairly well 
nourisht, but very anemic. There was no history of traumatism 
or pain. She still menstruated regularly, but had a continual 
flow of blood, during the intermenstrual period. This had left her 
very anemic. There had been more or less odor to the vaginal 
discharge. Some eight months ago she noticed a fullness in the 
vagina and on examining herself she found a hard, smooth mass 
in the vagina. On examining her I found a hard, globular 
mass filling the vagina down to the vulva; this mass was mova- 
ble, velvety to touch, the finger could be made to sweep around 
the mass on all sides; some hemorrhage was produced by the 
handling. The finger could be introduced in utero alongside of 
the growth and swept around the same except on one side where 
it impinged on the pedicular attachment of the growth. The 
uterus could be felt above in its normal position. A careful 
digital examination failed to detect the Fallopian tubal entrances, 
on fundus of growth. A specular examination revealed an ashen- 
colored, doughy-looking mass filling the entire vagina. No tubal 


ostia could be detected. A sound passt into the uterus four 
inches with no obstruction. The instrument could not be made 
to pass around the pedicle entrance into the os uteri as would 
have been the case with an inverted uterus. A constricting wire 
was placed about the pedicle and the growth cut away with a 
pair of scissors without the loss of any blood. The wire was 
tightened for a few days and the pedicle was.soon cut thru with 
no offensiveness at all. Her recovery was rapid. 

An inverted uterus usually has a history of some traumatism 
or surgical operation preceding the accident. A polyp very rarely 
has such a history, the growth being discovered, as in this 
case, by having attention directed to it by contracting uterine 
pains or bleeding. In inversion the uterus is not to be found in 
its normal position on physical examination. In inversion the 
Fallopian ostia can be detected by both touch and sight. In 
inversion the examining finger can pass entirely around the 
constricted point at its entrance into the os uteri. In the polyp 
the depth of the uterus, if measured with sound, will be found 
as deep or deeper than the normal while in inversion the sound 
will only pass into the uterus up to the point of the out-going 
angle of the uterus inverted. 


STONE IN KIDNEY. 


CASE III. Lee C., age 38. Four years ago he had an attack 
of pain coming on rather suddenly in the region of the gall- 
bladder. This pain was very severe in character, lasting for sev- 
eral days. A few weeks later he had another attack. A slight 
jaundice at this time was noticed, but with no enlargement of the 
gall-bladder or tenderness at that time. Several months later he 
had another attack of very much the same character, except 
that the pain was a little more “deep-seated,” to use his lan- 
guage. A slight jaundice was noticed at this time. The jaun- 
dice present in his case at any time was very slight and transient. 
From this time up to seeing me he has had often-repeated at- 
tacks of pain. Some vesical irritation has been noticed. The 
testicle on the right side has been giving him more or less pain, 
and the retraction of same at times had been well markt. The 
pain extended down the inner side of the right thigh and over 
the crest of the ileum; this being the distribution of the ilio- 
inguinal and the ilio-hypogastric nerves, the genito-crural supply- 
ing the cremaster and that immediate vicinity also gave evi- 
dence of reflex irritation. In some of his later attacks he had 
the additional symptoms of appendicitis, that is, tenderness and 
pain in the region of the appendix, with muscular rigidity, uni- 
lateral and elevation of temperature. He had never noticed any 
blood in the urine. Riding over rough roads has often increast 
his pain very much. 

On examining him I was unable to detect any enlargement 
of any organ or any growth in the abdomen. There was no ten- 
derness directly over the appendix; and no tenderness over the 
gall-bladder, but mid-way between the appendix and the gall- 
bladder there was some pain elicited on deep, firm pressure back- 
ward; especially was this true when counter-pressure was made 
over the region of kidney on the same side. The pain with this 
combined pressure was more severe in the back. Examination 
with microscope showed urine to contain an abundance of rhom- 
boid oxalate of lime crystals, some pus corpuscles and red blood- 
cells. Urine was acid, of specific gravity 1,028, forty ounces be- 
ing passt in twenty-four hours. 

In analyzing his symptoms and weighing the results of my 
examination, a diagnosis of stone in the right kidney or upper 
part of the ureter was the most acceptable conclusion. 

The jaundice was transient in duration and slight in its in- 
tensity, hence I believed the primary attack was not in the gall- 
bladder. His jaundice history was not altogether one of jaun- 
dice. His appendicitis history was easily explained at the time 
of the operation, owing to the location of the stone. His re- 
ferred pain along the course of distribution of the genito-crural 
= ilio-inguinal nerves is explained also by the location of the 
stone. 

At the operation the usual lumbar incision was made, the 
kidney carefully palpated and needled in all directions for a cal- 
culus, but none could be found. The kidney was partially deliv- 
ered and the pelvis carefully palpated with equally disappointing 
results. The ureter was now followed for two inches and a stone 
the size of a small mulberry found. This stone was irregular in 


size and was partially imbedded in the walls of the ureter; at this 
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location there was well markt evidence of a peri-ureteritis, ac- 
counting for the tenderness, etc., etc., simulating appendicitis. 

The ureter was not totally occluded, thus permitting urine 
and blood-cells from this kidney and ureter to enter the bladder. 
A longitudinal incision was made directly down on the stone, as 
it would not be dislodged upward. After the stone was removed 
the opening was closed with silk sutures, a gauze drain put in 
from this point and usual dressings applied. 

The first urine showed an abundance of blood in the urine, 
a good indication that the ureter was left in a patent condition. 


SOME MOOT POINTS ABOUT APPENDICITIS.* 


BY A. C. BERNAYS, A.M., M. D., M. R. C. 8S. ENG., ST. LOUIS, MO., 
Chief Surgeon to the Lutheran Hospital. 


Much as we have learned about appendicitis, its pathology, 
symptoms and proper treatment, there are many things yet to be 
settled. Indeed there are certain points in even pronounced cases 
which cannot, as yet, be determined until after the abdomen is 
opened. Thus we cannot know (1) the position of the appendix; 
(2) the size of the appendix; (8) the shape of the appendix; (4) 
what part of it is chiefly affected—distal or proximal end or its 
entirety; (5) whether or not there is a foreign body present; (6) 
whether or not there is stricture or occlusion; (7) the extent or 
limit of peritonitis—and sometimes whether or not adhesions have 
formed from it; (8) whether or not there is much peritoneal effu- 
sion; (9) whether or not there is perforation or even gangrene; 
and often (10) the exact nature and form of the infection. 

Consequently in any given case we must be content to say: 
This is an inflammation of the appendix, and its course will de- 
pend upon the character of the cause, the exact site of the local 
trouble, the amount of adhesions and other absolutely unknown 
and indeterminable points. In view of all this uncertainty is it 
ever justifiable not to operate? Is it right, in view of the many 
possibilities (and the many dangers) which we cannot by our 
present methods determine, to wait until we can determine 
whether it is to be a fatal case or not? It would not seem so 
to the impartial observer made fully acquainted with all the 
facis. 

What, then, should be our guide in deciding about an opera- 
tion? Shall we follow the rule laid down by an extremist: “Oper- 
ate as soon as the diagnosis of appendicitis is made?” No! If 
one is called very early in the attack the rule is a good one; but 
if the surgeon is called after several days have passt it is often 
well not to be in a very great hurry to operate. It will be wiser 
under these circumstances to allow a little time during which 
to administer free purgation, and to let the effects of opiates, 
which may have been given, wear off. One may then have the 
great advantage of seeing a distended abdomen become flat, or 
even of seeing the pulse and temperature become normal, be- 
fore making an operation, or possibly it may not do to operate 
during the intermediate stage at all, but to wait for the chronic 
stage of the disease which we know always exists between at- 
tacks. 

Perhaps the best classification of the disease, as bearing upon 
the question of operative treatment is: 

(a) Acute cases—those seen during the first twenty-four or 
forty-eight hours; 

(b) Intermediate cases—of more than two days’ duration; 

(c) Chronic, or interval cases—those seen after all the acute 
inflammatory symptoms have subsided, often presenting a 
“tumor” and a sense of discomfort in the region of the cecum. 

In the acute and intermediate classes there may be found 
a great deal of abdominal distension (which is often mistaken for 
general peritonitis) caused by an abscess which compresses the 
intestine, frequently the sigmoid in the pelvis or even the rectum. 
These cases suddenly are changed from apparently moribund con- 
ditions to nearly complete convalescence, by removing the com- 
pression of the intestine either by surgical or spontaneous evaeua- 
tion of the pus; and occasionally are relieved by free purgation. 

Sonnenburg’s division into (1) simple, (2) perforative and (3) 
gangrenous cases, is of no use because the three forms cannot 
be diagnosed or differentiated from each other by the physician 
or surgeon before the belly is opened. What Sonnenburg calls 
a simple case of appendicitis may at any time change into a 
violent, fulminating case without any apparent cause. The se- 
verest symptoms are sometimes found in cases in which very 
insignificant local disturbances are found. Sometimes a little 
localized pain on pressure is all that can be found at the ex- 
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amination, yet on opening the abdomen the gravest pathological 
conditions are found. It is this uncertainty as to internal con- 
ditions as related to symptoms which has led to the rule above 
mentioned: Operate as soon as the diagnosis of appendicitis is 
made. If the case is seen early, and there is no tumor, the rule 
is a good one; but if a tumor has formed there is not such need 
of immediate operation—tho it will be needed later. The pres- 
ence of a tumor denotes that Nature is temporarily taking care of 
the trouble—so it may be said, positively: The absence of a 
tumor is a more pressing indication for immediate interference 
than its presence. : 

In fully 50 per cent of the cases seen by the surgeon, how- 
ever, there is no dullness to indicate the existence of this exudate 
or “tumor” in the right iliac fossa; and occasionally when there 
has been: such a mass it is found to suddenly disappear, usually 
by entrance of gas or air into the abscess cavity—in which latter 
cases operation is indicated, and without delay. 

“Early” operation is advisable (1) on account of the uncer- 
tainties of practically every case seen in the first 24 or 48 hours, 
as already pointed out, and (2) because operations performed 
within 24 hours after the beginning of the attack give 98 per 
cent recoveries. The word “early” is used under protest; it is 
the common expression. Operations performed at the proper 
time are not “early” but “prompt.” ‘The term “early operation” 
is likely to arouse opposition in the mind of a timid doctor who 
floats the banner of what has been miscalled Conservatism! 
Prompt operative treatment at the proper time (within 24 or 48 
hours of the onset) is advisable; indeed the surgeon cannot 
operate too “early” in an attack—but he may, and often unfor- 
tunately does, operate too early after he is called into a case late 
in an attack. Operation is as a rule, advisable in the acute 
cases—it is often unjustifiable in the intermediate cases. There- 
fore “prompt” operation is proper; “early” operation often not. 

But it should always be borne in mind that it is a great mis- 
take to believe that amelioration of symptoms justifies delay. 
The nature of the lesion and the particular stage of its progress 
cannot be known; indeed the symptoms often cannot be cor- 
rectly interpreted by even the most skilled. Therefore the exist- 
ing dangers of delay cannot be estimated and may be greater 
than those of an operation, which at least allows the surgeon to 
(1) determine the exact pathological condition present, (2) estab- 
lish drainage, and (8) limit the progress of sepsis; and it is the 
acute sepsis which kills. In the intermediate stage this ameliora- 
tion of symptoms is not to be regarded as so dangerous as in the 
acute or even the later stages, and a procrastination is justifiable 
which would be wholly inexcusable in the first 24 hours. In 
other words every case ought to be operated upon near the onset, 
but if the patient has not then been seen or would not consent, 
and has passt to the intermediate stage (those first seen by the 
surgeon from the fourth to perhaps the fifteenth day), it is usual- 
ly best to adopt that which is now known as the Ochsner treat- 
ment. These are the cases formerly known, and often success- 
fully treated, as idiopathic peritonitis or perityphlitis. In these 
cases we witness a fight for the patient’s life, between the septic 
and toxic infection of the blood and other tissues on one hand 
and the antitoxic and eliminatory life process on the other. More- 
over, we find the struggle made much harder for the organism, 
by a more or less pronounced obstruction of the bowels. 

‘Intestinal obstruction is one feature which the physician and 
surgeon must constantly keep in view. Ochsner’s method is a 
good one and no doubt has saved many lives, but, in my opinion, 
the use of opium should be given up and the purgation with salts 
and castor oil made the main features together with gastric and 
colonic lavage. In cases in which a passage thru the bowels can- 
not be achieved by the above means, two or three enterostomies, 
button-holes, are recommended. I am sure I have saved several 
eases of diffuse peritonitis, by this plan, which could not other- 
wise have been saved. There are some cases also in which, by 
means of flushing and extensive drainage of the peritoneal cavity, 
noxious, septic pus can be drained, in addition to the above treat- 
ment. It is the intestinal obstruction which most often threat- 
ens to end life. The pus in the general cavity or confined in cir- 
cumscribed abscesses gets more and more nearly sterile as time 
passes, and does not so urgently require attention as does the 
intestinal obstruction which prevents proper nutrition. 

At the German Congress of Surgeons held in Berlin, April, 
1902, Spreugel proposed collective investigation of the appendi- 
citis problem and proposed three questions to be answered by all 
the surgeons he could reach, : 

First question: How does the early operation compare with 
that of the interval? I have answered as follows: . 

The mortality of the interval operation is very low, taking all 
cases together. Out of more than four hundred cases I have had 
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no deaths, altho some very difficult cases were met. I think the 
mortality will not reach 1 per cent, whereas the mortality of all 
operators during the attack is from 4 to 20 per cent. My own 
mortality during the last one hundred acute cases was three. My 
mortality in 566 cases done during the past fifteen years, reaches 
9 per cent. I think it is lower now, because I do not now insist 
on operations in late intermediate cases in which there is a 
chance to save the patient by the Ochsner treatment, as suitable 
to cases who have more or less chronic peritonitis and sepsis, 

Second question: Has the early operation any special dan- 
gers as compared to the interval operation? I have replied: 

Aside from the greater dangers arising from the anesthesia, 
I would answer, no. The results of the very early operations, 
say in the first thirty-six hours, are as low as those of the inter- 
val operations. I have had only fifty-six very early operations 
and have had only one death, which was caused by chloroform. 

Third question: What are the results of early operations in 
comparison with late operations, and how do the results compare 
in the different stages of the disease? My answer is: 

Operations done early are easier and are more complete than 
later operations. The result of prompt early operations are more 
satisfactory than late operations; the results are most gratifying 
to the patient as well as to the surgeon in the worst forms of 
peritonitis with free effusion if done promptly. 


SOME POINTS OF INTEREST IN KEHR’S WORK ON THE 
BILE TRACT. 


BY J. F. BINNIE, A. M., M. B., C. M., KANSAS CITY, MO., 
Professor of Surgical Pathology and Clinical Surgery in the Kansas City 
Medical College. 


Kehr, of Halberstadt, has lately publisht a book on Surgery 
of the Bile Tracts, in which there is a report of 720 gall-stones 
laparotomies, with special reference to 90 cases of drainage of 
the hepatic duct. 

The author could make a better study of the pathological 
anatomy of cholelithiasis in his 720 autopsies in vivo than can 
the internist on the post-mortem table or in the sick-bed; and the 
has learned special diagnostic and definite indications. 

Icterus was absent in 80 to 90 per cent of cases of gall-stones 
in the gall-bladder or cystic duct and was also not present in 30 
per cent of those in the common or hepatic ducts. Enlargement 
of the liver is absent as frequently. Palpation of the liver or 
gall-bladder often gives negative results and yet operation may be 
urgent, 

The author dismisses Naunysis’ classification as to regular 
and irregular cholelithisis. 

In most of the cases where a fistula forms between the gall- 
— and intestine, a cure is not reacht because the stones re- 
main. 

The aim of internal treatment is not to loosen or remove 
stones, but to quiet the biliary system and by removal of irrita- 
tion to obtain a state of latency. 

It is possible for one who has operated upon a hundred or 
more cases to diagnose whether a stone is in the gall-bladder 
or the common duct, or whether obstruction of the common duct 
is due to stone or tumor. Definite indications showing whether 
a “Carlsbad cure” or an operation is required can only be ob- 
tained by an anatomic diagnosis. Kehr does not believe in opera- 
tion in every case; out of the past 195 cases seen he only operated 
in 100 cases, but he maintains that in cases of acute seropurulent 
cholecystitis and in chronic choledochus obstruction, operation is 
done too rarely and above all, too late. 


INDICATIONS FOR TREATMENT. 


The following are indications for medical and surgical treat- 
ment of cholelithisis: 


1. In many cases a condition of latency may be attained 
by means of rest, alkalies, ete., and in some a permanent result 
is obtained, Especially in so-called recurrent cholecystitis regula- 
tion at Carlsbad or Neuenahr, or a “rest cure” at home, suffices 
to so diminish the attacks of colic that no operation is necessary. 
The author, however, doubts if a real cure results, i. e.: that the 
stones are removed by means of internal treatmént. The aim 
ought not to be to evacuate the stones but to give local rest and 
permit inflammation to disappear. The best results come from 
the use of hot applications (preferably in the form of therm- 
ophore) for weeks, along with confinement to bed and adminis- 
tration of Carlsbad water. 

2. Riedel’s theoretical advocacy of early operation to remove 
the stones while they are in the gall-bladder to avoid the perils 


of perforation, cholemia and carcinoma, is generally impossible 
in practice. 

8. If the attacks are mild and the intervals without symp- 
toms (absolute want of tenderness in the gall-bladder area) opera- 
tion is renounced. 

4. Acute obstruction of the common duct is, with few excep- 
tions, to be treated medically. If the symptoms of cholangitis 
are prominent and the icterus extends, accompanied by loss of 
strength and absolute anorexia, then operation must be consid- 
ered. 

5. Frequent attacks of colic without evacuation of stones, 
but with impairment of strength, nutrition, ete., require opera- 
tion. 

6. Cases with icterus and constant escape of stones belong 
to the physician; if the attacks become frequent and the patient 
is run down markedly and there is no hope of the complete 
evacuation of the stones, then operation is proper. 

7. Hydrops and empyema of the gall-bladder and perichole- 
eystitic suppuration belong to the surgeon. 

8. Chronic obstruction of the common-duct after a failure of 
a thoro trial of the Carlsbad cure should be surgically treated, 
and not too late. 

9. Gall-stone disease leading to morphinism must be operated 
upon under all circumstances. During the after treatment the 
use of morphine can be stopt. 

10. Carcimona of the gall-bladder can only be successfully 
removed if operated upon very early. But as everyone avoids 
early operation, and late operations have no great value, it is 
rarely possible to get a cure. 

11. Patients with chronic icterus independent of stone in 
the common duct and of incurable hepatic disease, must be sub- 
mitted to operation not later than three months after the begin- 
ning of the disease, since not uncommonly one finds curable 
pancreatitis chronica interstitialis instead of the carcinoma 
suspected. 

12. Both on the part of the patient and that of the physi- 
cian it is easy to decide upon operation when the gall-bladder 
forms a tumor, when the liver is enlarged and when icterus and 
fever are present, but operation is proper even in the absence of 
all local signs when there is a high degree of persistent trouble 
which resists medical treatment. In such cases, especially in 
men, one often finds adhesions due to trauma or stones, 

18. The sequelae of cholethiasis, suppurative cholangitis, 
liver abscess, perforative peritonitis, subphrenic abscess, markt 
pyloric and duodenal stenosis, often also gall-stone ileus—all these 
require operative treatment. 

14. It is not proper to formulate too general indications 
for operations for gall-stones. Each case must be judged by 
itself. Men, especially the fat, stand an operation badly. Women 
who have borne children undergo the operation well. The indi- 
eations differ in the rich and the poor, since the latter can’ not 
afford the dietetic treatment and Carlsbad cures, ete. Diabetes, 
arteriosclerosis, chronic nephritis, pulmonary and cardiac dis- 
eases, contraindicate operation. 


STATISTICS. 
237 conservative operations, (cystotomies, cystendysis, 
137 choledechotomies and drainage of the hepatic duct, 9 
114 operations (simultaneous) on stomach, gut, pancreas, 


71 operations (simultaneous) in inoperable carcinoma of 

the gall-bladder, of the common duct, and of the liver, 

in diffuse suppurative cholangitis, diffuse suppurative 
peritonitis, and sepsis. Geatha. 
This gives a total of 720 laparotomies with 112 deaths. .15.5% 
Or 535 purely gall-stone laparotomies with 19 deaths... 3.5% 
In this table are included all the deaths from unlucky acci- 
dents, which may arise from any laparotomy (apoplexy, uremia, 
embolism of pulmonary artery, etc.) Only one out of the last 
300 patients died from peritoneal infection, and of the last 200 
uncomplicated gall-stone operations only three were fatal—1.5 
per cent. The dangers of drainage of the hepatic duct including 
“ectomy,” are more than 3 per cent. If one does not operate too 
late the results obtained by an experienced surgeon are capital. 
Until recently Kehr rarely operated on patients over 60, but 
amongst his last 100 cases there were three over 70 years of age, 
and these recovered. He has completely given up suture of the 
common duct and contents himself with “hepaticus drainage” as 
preferable, combined with “ectomy.” Rapid and thoro operating 
is the main consideration. Kehr has not yet seen true recur- 


rence (i. e.: reformation of stones), in a bladder which was ecare- 
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fully emptied. In 10 per cent there was false recurrence in in- 
flammation of the retained gall-bladder, troubles from adhesions 
and hernia. In choledochotomy, with subsequent suture, stones 
were overlookt in 10 to 15 per cent. The author therefore, se- 
verely criticises physicians who advise against operation on the 
ground that “the stones form again!” He claims that in not one 
solitary case up to the present has the re-formation of a stone 
been observed, 


A CASE OF SEPTICEMIA TREATED BY FORMALIN INJEC- 
TION—DEATH.* 


BY WALTER B. DORSETT, M. D., ST. LOUIS, MO., 


Professor of Obstetrics in the Medical Department of St. Louis University. 


The patient, upon whom the “Barrows’ treatment,” the intra- 
venous injection of formalin solution was unsuccessfully used, 
came under my care January 18, with the following history: 

Age 32, mother of five children. After a cessation of men- 
struation for one and a half months a sudden flow came on and 
she sent for a physician, who after two days curetted the uterus, 
removing some membranes. Her temperature following this was 
considerably elevated. After a day or two longer she left his 
care and came to the hospital, when her temperature was 104 de- 
grees, pulse 135, and a copious discharge of pus was noticed com- 
ing from the vagina. She was taken to the operating room 
and the vagina doucht out. By the aid of a speculum quite a 
stream of pus was found to be flowing from the vagina, apparent- 
ly coming from between the ligamentous folds. I dilated the 
cervix, expecting to find necrotic decidua, but nothing except 
some particles of granulation tissue (which evidently came from 
the placental site) was found. The uterus was washt out, how- 
ever, and the patient returned to her bed. Within three hours 
the temperature was reduced to 98.4 degrees, pulse 122. The 
next day the temperature was 99 degrees, pulse 140. 

January 20, at 11:30, the patient’s temperature was 103.2 de- 
grees and pulse 174. She was delirious, and it was thought that 
nothing further could be done. But that day I came in posses- 
sion of the formula for the formalin solution used by Dr. C. C. 
Barrows, of New York, and I decided to use it. Accordingly 
500 ¢c. ec. of the 1 to 5,000 solution was injected intravenously. 

At 1 o’clock the temperature had dropt to 102 degrees, pulse 
180, and the patient’s general condition seemed to be improved. 
At 9 o’clock the next morning, the temperature was 99 degrees, 
pulse 126. ; 

January 22, 4:30 p. m., temperature 101 degrees, pulse 128. 
Patient appeared more rational than at any time previously. It 
was decided to use the formalin solution again and a second 
intravenous injection was given, 500 c. c. of the solution being 
administered in the right arm. This last injection, however, 
did not produce a markt influence on either pulse or temperature. 
Still, I thought she seemed more rational and her general condi- 
tion seemed better. 

At about 5 o’clock in the morning of January 23 the nurse 
noticed she was losing blood from the vagina. Dr. Howard was 
immediately called, and he very properly packt the vagina; but 
it was too late to save her life. She died at about 7 o’clock of 
hemorrhage from the rupture of an artery in the broad ligament, 
as shown in the specimen, obtained post-mortem. 

An autopsy was made by Dr. Harris two and a half hours 
after death. 

The body presented every appearance of a person dying from 
hemorrhage. The intestines were found dry and very pale, with 
no signs of peritonitis. The sigmoid flexure was found overly- 
ing the lower part of the cavity, completely covering the uterus 
and the tube. On lifting up the sigmoid, an abscess-cavity was 
opened into over the right tube; from this escaped foul-smelling 
gas, and on lifting further there was found an abscess of the 
uterus, with greenish pus. On entirely exposing the cul de sac 
of Douglas it was found filled with sanguineous pus. The ovar- 
ian vein on the left side was filled with a muco-purulent ma- 
terial, slightly tainted with blood, and quite enlarged, the vein 
being obliterated up to its entrance into the renal vein. Both 
kidneys were much enlarged and congested. The spleen was 
three times its normal size. Section of the kidneys showed an 
advanced condition of cloudy swelling with beginning necrosis. 
Within the blood vessels of the kidney small pin point abscesses 
could be seen. 

Dr. Gradwohl was called in this case to examine the blood. 

He withdrew blood from the median basilic vein under asep- 
tie precautions and transplanted the blood on nutrient media, 
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viz., agar, bouillon and Loeffler’s blood serum. Cultures of the 
streptococcus were obtained, some of which were contaminated 
with staphylococci by skin contact. This examination was 
made immediately before the transfusion with formalin. Cul- 
tures made the following day showed the continued presence of 
the streptococcus pyogenes. Inoculation of this culture killed 
rabbits in twenty-four hours. Three cubic centimeters of a 
broth culture were injected into the animals. At the same time, 
Dr. Gradwohl attempted transfusion of some of the infected ani- 
mals, both with simple saline solution (0.9 per cent), and with 
formalin, (1 to 5,000). All the animals died, showing that in 
these cases there was no curative effect exercised by the fluid; 
either formalin or saline. Dr. Gradwohl’s conclusions are that 
the use of this agent will not prove of any utility in the treat- 
ment of general steptococcus infection, it being contrary to all 
our notions of the exact manner in which pathogenic bacteria 
produce ill effects on animal organisms to suppose that these 
noxious effects can be offset by the injection into the circulating 
blood of chemical antiseptics or germicides, for as a rule, fluids 
which would be inimical to the life of the streptococcus pyo- 
genes in the blood would also cause a disintergration of the blood 
itself. 

In conclusion it may be said that no deductions are possible 
from the experimental use of any remedy in a condition like 
septicemia; but as other methods and other medication were used 
in the treatment of the case and formalin was not solely depend- 
ed upon, it cannot be given entire credit for any perceptible 
change for the better that occurred. The case was a desperate 
one from the beginning and hardly a proper one upon which to 
try a new remedy. There is, of course, no way of telling what 
might have been the result had not the ulceration of the abscess 
opened an important blood vessel and cut short her life. 


CARCINOMA UTERI.* 


BY H. C. CROWELL, M. D., KANSAS CITY, MO., 
Professor of Diseases of Women, University Medical College. 


So much has been written on this subject that we have some- 
times found ourselves in doubt as to the proper course of treat- 
ment to adopt. Some say operate in every case while yet there is 
life; or well nigh so. Others seldom advise an operation. 
Doubtless the advice of each is founded upon what seems to them 
tenable premises. Not long since a St. Louis surgeon claimed 
that operators and non-operators were divided by geographical! 
lines: Those in the Hast being non-operators and those in the 
Mississippi valley being the operators; and by a juggling with a 
species of statistics which were utterly valueless he undertook 
to show the mortality was greater where nothing was done than 
in those operated. I should be disposed to class this statement 
as rather on the order of what are sometimes termed “pipe 
dreams.” 

To be more exact the statement was “Surgeons of New York 
and Philadelphia do not as a rule favor hysterectomy for cancer 
of the uterus—believing that when the disease is advanced far 
enough to be recognized it is too late for a radical cure. Those 
of the Mississippi valley operate upon practically every case in 
which there is a chance of prolonging life for even a brief period. 
Vital statistics show the different results.” Then tables are pre- 
sented with an array of physicians’ names, with a number of 
cases operated upon for cancer known to be alive after five years. 

Being one among the number quoted I claim the right to 
show the worthlessness of such statistics in proof of the claims of 
the author. Those reported do not report the stage of disease 
when the cases were operated upon. Not all cases seem to have 
been proven by microscopic examination—an essential fact to be 
known, tho doubtless it may have been used in a very large 
per cent of the cases. By “advanced for enough to be recognized” 
I assume that the author means when he says “sufficiently ad- 
vanced” that the microscope is not required to make a diagnosis, 
i, e.: one easily recognized by touch. 

I assume that sufficient data is at hand to prove that the 
Eastern surgeon is eminently correct in his premises when he de- 
clines to operate except in those of very early beginning—and 
I have no doubt the entire list of Mississippi valley surgeons 
quoted are familiar with such data and are acting practically in 
the same conservative manner as the Eastern surgeon. ‘There- 
fore, I urge the utter uselessness of these statistics as they are 
probably only the early cases reported to be alive five years. In 
short, I desire to pay the Mississippi valley surgeons, quoted, a 
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greater compliment than did the author. I believe them to be 
familiar with the result lookt for in late operations; and as being 
familiar with the necessity for early diagnosis and the reasons 
why if’ an operation is not done very early it is universally a 
failure so far as saving life is concerned. Such we believe is 
the teaching of every western medical college. 

With our many years of investigation and treatment it would 
seem that we should be in accord in regard to a quite universal 
treatment until something better than is now known shall be 
proven. Many caustics and local applications have been tried, 
but so little success has attended their use that they do not en- 
gage the attention of surgeons or of many physicians. The Alex- 
ander treatment (a system held secret) is reported to benefit but 
so little is it used we are led to believe it will prove no more 
than possibly palliative. A remedy which shall positively cure a 
single case will leap forth into popularity hard to dethrone, so 
eager are the laity and profession to secure a cure, if possible, 
without the knife. 

With the lessening of hysterectomy for cancer on the part 
of some of us, there are others who would be even more radical 
and not only remove the diseased uterus, but all adjacent glands 
and parametric tissues, So radical and difficult is such an opera- 
tion that the average operator will not aspire to undertake it; 
indeed, up to date, I am not disposed to see advantage enough 
in it to recommend it save as a fine surgical exercise, as not all 
of the glands can be removed by the utmost painstaking. 


Let us turn briefly to some of the reasons why only early op- 
erations in cancer, of the cervix in particular, should be done. 

Carcinoma is considered by all to spread to adjacent tissues 
thru the lymphatics; that being so, in order that there may be a 
consensus of opinion as to the proper procedures and at what 
stage it may be esteemed as likely to prove successful, we must 
agree upon one point yet in dispute, viz.: Does cancer invade 
the lymphatics early or late? If early, then the operation must 
be correspondingly early; if late, longer delay may not prohibit 
operation. In regard to this proposition there seems to be a dif- 
ference of opinions. Investigation appears to show there is also 
a difference in cases and also in the manner of invasion, some 
being per continuatatem, others persaltem. Those who attempt 
removal of the glands and parametria admit that many are over- 
lookt and some are inaccessible; hence it is performing a very 
hazardous operation for little benefit, if any. Failing to embrace 
these ultra-radical operations does not imply that we would not 
take as much of the vagina and out as far-as possible on the 
broad ligament to such point as would seem to be within the 
bounds of safety in doing an ordinary hysterectomy. 

After this brief review of the subject (but in part, it is true,) 
but along the lines of latest recommendation by some, let us 
reflect and go over our individual experience and decide what 
shall be our practice. Personally, I have sifted down to this: 
Unless very early discovered, nothing is gained by hysterectomy 
for carcinoma of the cervix; later operations may avail in car- 
cinoma of the body of the uterus. Diagnosis must be confirmed 
by the microscope in the hands of a competent pathologist, and 
I say this advisedly, for one but poorly equipt is a dangerous 
advisor. The uterus must be freely movable, capable of being 
dragged down to the vulva. If not, it is quite probable that the 
disease has involved the utero-sacral ligaments and adjacent 
tissues, making an operation of doubtful utility. 

If the disease is clearly made out by touch, appearance and 
clinical history, it is rarely possible to secure a radical cure by 
hysterectomy if we do not indeed accelerate the fatal termina- 
tion. In those cases well defined, my individual experience leads 
me to believe that more days, or months, as the case may be, are 
added to the life of the patient than by any attempt at extirpa- 
tion, by simply cutting or scraping away the necrotic down to 
solid tissue, burning that surface with the thermocautery and 
treating subsequently by touching the surface occasionally with 
4 per cent formaldehyde. By this treatment we retard the disinte- 
gration, check the hemorrhage and discharges, enabling the pa- 
tient to recuperate sometimes in a remarkable degree. The suf- 
fering is lessened and she is relieved of the shock and dangers 
attending more radical procedures. 


Time has prevented me from presenting as exhaustive a pa- 
per as might be desired. I trust, however, these plain, every-day 
experiences may serve to bring us together as to the best ground 
to stand upon with these poor unfortunates. The best advice 
which I would urge would be more frequent early examination 
of all parous women, who should be advised of the expediency of 
— examinations as a routine safe-guard after the age of thirty- 
Six, 


REPORT OF CASE OF ABDOMINAL STAB WOUND WITH 
RECOVERY FOLLOWING LAPAROTOMY. 


BY I. H. MILLER, M. D., LOUISIANA, MO. 


The patient was T. J. R., a male, age 36 years, height 5 feet 
10 inches, weight 238 pounds. On the morning of August 28, 
1901, I was called to a railroad station about ten miles distant to 
see an injured man. Upon investigation I learned that my pa- 
tient had been quite severely dealt with by his brother-in-law, 
who had made very free use of his pocket-knife. 

Owing to the fact that it was about two hours before train 
time, I decided to drive to the scene of trouble. 

Upon my arrival I found the patient lying upon the bed 
with everything around him very bloody. He informed me that 
he had walkt two and one-half miles after receiving the injury, 
earrying a loop of the intestine in his hand! The day was very 
hot, dry and dusty. 

Upon examination I found two large gashes over his left 
ear about 3% or 4 inches in length; also one on the posterior 
aspect of his left shoulder about 5 inches in length; and !ast, 
but by no means least, from the standpoint of importance, a gash 
in his abdomen about 1 inch in length. 

After preparing my hands and also his abdomen carefully, I 
made an examination to ascertain the depth of the incision and 
very much to my surprise I found that the entire abdominal wall 
had been penetrated; also the peritoneum; and it was then I 
learned of the protrusion of gut. I was then aware that I had 
trouble on my hands, but I adapted myself to the surroundings, 
sent for my assistants and prepared to operate, which I did as 
soon as possible after their arrival. 

Knowing the dangers that might arise from such a condition 
as I have described, I felt no hesitancy in opening up his abdo- 
men. The wound was 21% inches to the left and below the um- 
bilicus; but I thought perhaps if I would operate in the median 
line, that the danger of a subsequent hernia would be lessened, 
so I chose that point for my incision, which I made large enough 
to afford a good, full vision, also to avoid being crowded for room 
to work. 

Upon opening the abdomen I began to search the intestines 
for injury. I noticed a dark, congested point (showing the be- 
ginning of an inflammation), and upon closely examining it, lL 
found the intestine to be punctured, the incision being about 
one-half inch in length, in line with the long axis of the intestine 
and in the small bowel. 

I at once sewed it, using the Dupuytren suture, with small 
eatgut. After completing that much I again searcht for further 
injury, but being unable to find any I closed the abdomen in the 
usual way after thoroly washing it out with an antiseptic solu- 
tion, (bichloride 1 to 10,000, followed by normal salt solution, a 
part of which I left in the cavity.) 

I paid no attention to the stab-wound any further than to 
thoroly asepticize it and pack with iodoform gauze, my object be- 
ing to use it for drainage in case it was thus needed. (I failed in 
the beginning to say that my patient was injured in the morn- 
ing about 7:30 and it was 3 o’clock in the afternoon before I got 
ready to operate—a space of about 744 hours elapsing from the 
time of injury until the operation was performed, allowing the 
process of inflammation quite a start.) 

The following record will give some idea of the progress of 
my patient after the operation: 

August 28, 10:30 P. M.: Pulse 80; temperature 100°; quite 
restless; received hypodermic injection of morphine one-fourth 
grain, atropine 1-100, after which he rested very well until 2 A. M. 

August 29, 2 A. M.: Somewhat restless and thirsty; took 
little crusht ice. 6 A. M., pulse 72, Temperature 98.8°. 8:30 A. 
M., restless, pulse 92, temperature 101.5°; given morphine one- 
fourth grain, atropine 1-100 grain, after which he rested well. 
8:10 P. M., pulse 84, temperature 100.5°. 

August 30, 5:45 A. M.: Pulse 64, temperature 99.8°. 8 P. 
M., pulse 72, temperature 101°. 10:50 P. M., pulse 64, tempera- 
ture 100°. 

August 31,5 A. M.: Pulse 92, temperature 101°, 
pulse 84, temperature 100°. 

After August 31 there was no special record kept of the 
ease. Late in the evening of August 31 I began giving small 
doses of Rochelle salt. one dram every hour until the bowels 
moved freely, after which the patient rested very quietly, and 
suffered very little from that time. 

In less than forty-eight hours after the operation the patient 
passt gas from the bowels freely. 

The foregoing case has demonstrated to me the necessity of 
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opening the abdomen in case of any penetration thru its walls. 
The old view (which is still held by some of our good men) of 
waiting for symptoms of peritonitis before operating should be 
abandoned in this day of aseptic and antiseptic surgery. 


FISTULA IN ANO.* 


BY E. H. THRAILKILL, KANSAS CITY, MO., 


Lecturer on Rectal Surgery in Kansas City Medical College, Clinical Pro- 
fessor of Rectal Surgery in Woman’s Medical College, Rectal 
Surgeon to St. Joseph’s Hospital. 


Ano-rectal fistulae are usually classified as follows: complete, 
blind external, blind internal, recto-labial, horseshoe, complex, 
recto-vaginal, recto-urethral. ‘The last four I shall not take up 
in my paper. 

DEFINITIONS. 


A complete fistula is one with two openings, one upon the 
body near the anus, the other within the rectum, with a tract 
leading from one to the other. A blind external fistula is where 
there is one opening, or more, external to the ano-rectal line with 
no communication with the rectum. <A blind internal fistula is a 
sinus without an external communication, but with an internal 
opening into the rectum. A horseshoe fistula is one in which 
the fistulous tract surrounds the anterior or posterior commissure 
of the rectum with one or more external openings on each side 
of the anus, with one or more internal openings and sometimes 
no internal opening. The horseshoe variety is rarely tubercular. 
A complex fistula is one with extensive burrowing with one or 
more openings upon the skin or in the rectum. Tuttle makes 
mention of a “‘sub-tegumentary fistula,’ where the sinus is just 
beneath the skin, and of the ‘“‘sub-mucous,” where the sinus is 
just beneath the mucous membrane, 

A complete fistula may be superficial—i. e., where just a few 
fibers of the external sphincter are involved; or deep, where the 
internal opening is quite a distance up the rectum, with an exter- 
nal opening on the skin quite a distance from the anus. We 
also have the specific and non-specific fistula; the former due to 
tuberculosis, syphilis or cancer, the latter due to an inflammatory 
process or injury. 

FREQUENCY. 


Statistics show that fistulae occur more frequently than any 
other disease of the rectum. The reports of general hospitals in 
New York show that one-half of all the rectal cases operated 
upon were fistulae. Alingham’s reports of the rectal cases in 
St. Mark’s Hospital, London, show that one-third of all these 
eases were fistulae. When I was in New York in 1901, one- 
half of all the rectal cases I saw operated upon were fistulae. 
Hemorrhoids are more frequent, especially in this country, but 
a large majority of these patients do not consider it necessary to 
consult a physician, and will use patent “pile ointment” or sup- 
positories, or consult quacks; hence the absence of this disease in 
our statistics, 


ETIOLOGY. 


The majority of ano-rectal fistulae are due to an abscess, or 
they may be due to external violence, penetrating wounds, ete.; 
also tuberculosis, syphilis, typhoid fever and stricture enter into 
the production of an ano-rectal fistula; e. g., the burrowing of pus 
from an ulcer caused by any of these diseases may result in a 
submucous or blind internal fistula. We know that a certain 
number of fistulae are tuberculous, but the question is: Are 
they secondary to a focus in the lung or other organs of the body, 
or are they the initial inoculation with tubercle bacilli? Koch 
says it is impossible for the tubercle bacilli to reach the rectum 
thru the alimentary canal; consequently, some of our best men 
think that primary tuberculous fistula never exists. Other au- 
thors are of the opinion that tuberculous fistula may be the re- 
sult of direct inoculation with the tuberculosis bacilli which are 
carried thru the alimentary canal with food or sputum (in spite 
of Koch’s opinion); also that the disease may remain localized for 
an indefinite time. The majority of true tuberculous fistulae are 
due to ulceration of the intestines, and this condition of the in- 
testines is due to tuberculosis of the lung or other organs. The 
following statistics I quote from Tuttle. Allingham states that 
14 per cent of all fistulae cases seen by him were tubercular; 
Hartman, 36 per cent; Greffaeth, 16 per cent; Meyer, of Mt. 
Sinai Hospital, New York, 9 per cent. In the author’s (Tuttle) 
experience, nearly 50 per cent of all the fistulae that came under 
his observation in the Polyclinic Almshouse and Workhouse Hos- 
pital have either suffered at the time or afterwards with tubercu- 
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losis. Now as to the fistulae in the tuberculous, he gives the 
following: Taylor, 1 per cent; Hartman, 5 per cent; Brompton, 
4 per cent; Howell, 5 per cent; St. Joseph’s Hospital, 9 per cent; 
Mt. Sinai Hospital, 1.3 per cent; Almshouse, 2 per cent. 


SYMPTOMS. 


If the fistula is due to an abscess, the patient will complain 
of all the symptoms attending an abscess elsewhere—i. e., heat, 
swelling, throbbing pain. After the abscess is opened and the 
fistula is establisht, there is not so much pain. 

In a complete fistula the diagnosis is usually easily made. 
There will be spasmodic contractions of the sphincter, some pain 
on defecation and an involuntary escape of gas and feces, mak- 
ing the discharge very offensive. This condition also makes the 
external opening very sensitive. The tissue around the sinus is 
indurated thruout its course, which assists the surgeon in making 
a diagnosis by palpation. In blind external fistula the pain is not 
so severe, the discharge watery, the tissue around the opening 
is indurated, the skin brawny. The opening will close tem- 
porarily. During this time the patient will have an uneasy feel- 
ing until it re-opens, which is usually in the original opening. It 
may open somewhere else, however. In blind internal fistula the 
patient complains of a weight in the rectum, tenesmus and spas- 
modie contractions of the sphincter, pain on defecation and an in- 
cessant discharge. With the finger in the rectum the indurated 
tract may be felt, and sometimes the opening can be recognized. 
The horseshoe fistula presents about the same symptoms as those 
attending a complete or blind external fistula, 


DIAGNOSIS. 


Often the patient has made a diagnosis of fistula before he 
consults a surgeon, but the surgeon should not be satisfied with 
such a diagnosis, But I will say here that too many physicians are 
prone to take a patient’s diagnosis of rectal diseases. This is 
often due to the fact that the patient (especially if a woman) 
will much object to an examination. To examine for fistula, the 
patient should be placed on the affected side with hips elevated 
and legs flext to the abdomen; or in the lithotomy position if one 
has assistants or the proper table. If the sinus opens in the 
upper rectum, the patient should be placed in the genu-pectoral 
position. In this position the pelvic colon and sigmoid make ten- 
sion on the mucous membrane of the rectum; also it allows of in- 
flation. The examiner should see to it that he is provided with 
good light. In my opinion, the best is reflected daylight, when it 
can be obtained. If not, the electric light with the reflector, or 
the ordinary hand-lamp or head mirror with reflector. He should 
have at hand a variety of probes of different sizes and lengths. 
As to the speculum, I usually use Tuttle’s or Sims’ rectal specu- 
lum. Sometimes a diagnosis of fistula is made at just a glance, 
as often the external opening is very large and pus escaping. At 
other times it is quite difficult to find the opening, it being neces- . 
sary to separate the buttocks forcibly. In this manner the open- 
ing may be found. Owing to the parts being fragile around the 
opening, it will break readily and a drop of pus escape. Or the 
opening may be found in between the radial folds of the anus. 
If it is a tubercular fistula, the opening may be found in an 
ulcerated area located around the anus, but to determine the va- 
riety and extent of a fistulous tract often requires time and skill. 
The surgeon should never have a preconceived idea of the course 
of the sinus. It is the probe that determines the depth and di- 
rection of pockets and sinuses. But in the blind external variety 
too much diagnostic value should not be placed in the probe, for, 
should the sinus be very tortuous, an operation on this basis 
would sometimes mean failure, 

To diagnose a blind internal fistula is sometimes attended 
with considerable difficulty, especially if the opening is in the 
upper rectum. Here is where the surgeon is apt to make mis- 
takes in diagnosis and treatment. The internal opening may be 
large enough to admit of the index finger. On the other hand, it 
may be just large enough to admit of a very fine probe. Some- 
times there are symptoms of blind internal fistula where the 
opening cannot be located. Or to find it may require the most 
thoro and careful examination under an anesthetic. If the fistu- 
lous sinuses in these cases are superficial and the surgeon can 
feel the fibrous cord which invariably attends a tract of any size, 
he may in this manner locate the entrance into the rectum. Con- 
siderable diagnostic value may be obtained by palpating fistulae 
of any variety, especially those in the rectum, also the recurrence 
of pain and discharge which always accompany blind internal or 
intra-rectal fistulae. In my opinion, 65 per cent of all the failures 
in operations for fistula is due to the fact that the surgeon fails 
to find the internal opening. In complete fistulae sometimes the 
tract is very tortuous, making it quite difficult to locate the inter- 
nal opening. Sometimes it can be located by forcibly injecting 
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methylene blue, milk or some colored fluid into the tract. We 
often can determine the direction of an internal opening in this 
manner, as seldom there is a valve-like flap in the tract. 

Complex fistula is attended with considerable difficulty in 
making a diagnosis, owing to the fact that it is sometimes hard 
to detect all openings connecting the abscess cavity. 


TREATMENT. 


I. PALLIATIVE OR CONSERVATIVE. Occasionally a 
ease of fistula will heal spontaneously, but this is a very rare oc- 
eurrence. Sometimes just the passage of a probe thru a fistulous 
tract lined with healthy granulations may induce repair and 
closure. Sometimes we find a case which we cannot operate 
upon. Those in advanced stages of nephritis, diabetes, hepatitis, 
pulmonary tuberculosis or organic cardiac affections, etc. The 
treatment in these cases should consist of a good general tonic, 
plenty of sunshine with but little exercise, keeping the sinus 
clean, making application of nitrate of silver, carbolic acid, 
balsam of Peru, ichthyol and iodoform, the last two more suitable 
to the tubercular variety. Then pack loosely with sterilized or 
iodoform gauze. 

The ligature treatment is a conservative method. This proce- 
dure consists in passing a thread of silk or linen or a small round 
rubber ligature; the last is considered the best; this is passt 
thru the sinus with a pair of forceps or ligature-carrier. After 
passing the ligature thru the sinus, perforated shot is passt 
over the two ends, the ligature drawn tight and the shot fastened 
with a strong pair of forceps. It divides the tissue as is done 
with the knife, but is much slower and more painful. If the 
ligature is to pass over the skin, it should be divided thru to 
the fascia. If not, the patient will have intense pain. This treat- 
ment is successful providing it is a simple complete fistula, and 
the pathological opening is found in the rectum. But if the tract 
should be tortuous, it is difficult and sometimes impossible to 
trace the sinus thru into the rectum. Another conservative treat- 
ment is the injection method, as follows: In a simple blind ex- 
ternal fistula inject into the sinus, after cleansing thoroly, a 
saturated solution of nitrate of silver (960 grains to the ounce), 
equal parts of carbolic acid and tincture of iodine. Seneca Powell 
uses carbolic acid. Now with forceps or knife enlarge opening, 
to allow a free drainage, and, if possible, dilate the sphincter 
thoroly, and the chances for recovery are good. Another con- 
servative method is scraping the sinus with Matthews’ fistulotome 
or knife. The cases most favorable for this treatment are the 
very narrow sinuses. This treatment I make mention of just to 
condemn, 

OPERATIVE TREATMENT. 


Incision or division, excision, and excision with immediate 
suture. These operations should be done under thoro antiseptic 
precautions, despite the fact that the field is already infected. 
If we could treat the sinus for a week prior to the operation, the 
chances for permanent recovery would be more favorable. It re- 
quires time and care to prepare a patient for such an operation. 
He should be given licorice powder or a saline cathartic twenty- 
four hours before: also the evening before he should have an 
enema of three or four quarts of soapsuds; four or five hours be- 
fore he should have an enema of boracic acid solution. The 
evening before the parts should be shaved and _ thoroly 
scrubbed with green soap and covered with gauze soakt in a 
solution of bichloride (1 to 2,000). The instruments necessary 
for an operation for fistula are the following: A rectal speculum, 
probes, grooved directors, two strong bistouries, small sharp 
curet, Volkmann’s spoon, artery forceps and needles of various 
sizes, plain and chromicized catgut, retractors, straight and 
curved scissors. The best position for operating for fistula is the 
Sims or the lithotomy. I usually prefer the latter. If a general 
anesthetic is required, chloroform is the best, as it is claimed 
for it that less retching and vomiting follow its administration. 
Some advise spinal cocainization when possible. There is less 
oozing, patient more quiet, sphincter more relaxt and absolutely 
no pain and no vomiting to dislodge the dressing. The first step 
after the patient is anesthetized is to thoroly dilate the 
sphincter. During this act the rectum will empty itself, after 
which it should be irrigated with a sterilized solution. In a com- 
plete fistula locate course of sinus with probe, then pass grooved 
director thru external opening into sinus thru internal opening 
into rectum. Have index finger of left hand in rectum to meet 
the director. Draw distal end of director out thru the anus, if 
possible; then with a strong bistoury the overlying tissue should 
be divided little by little at a right angle to the sphincter, as 
there is not so much danger of non-union as when cut obliquely. 
After thoroly exposing the sinus, all the granulating tissue should 
be scraped away and all hemorrhage arrested and the ragged 


edges of the flap cut away with scissors. The wound should then 
be packt firmly with gauze, packt so firmly as to arrest hem- 
orrhage. After twenty-four hours, irrigate with antiseptic solu- 
tion and pack loosely. Healing may be delayed by packing 
wound too often or too tight. After the first treatment, I usually 
pack with sterilized gauze saturated in a 10 per cent solution of 
ichthyol and glycerine or a 5 per cent solution of balsam of Peru 
and eastor oil. Kelsey says he seldom uses any dressings at the 
first, but merely introduces a finger into the wound two or three 
times a week to secure healing from the bottom. During the 
treatment new pockets should be carefully lookt for, as they 
often occur. I allow my patients to remain in bed six or eight 
days, then allow them to walk around the room, but not allow 
them to remain in sitting posture very long. 

Blind internal fistula: If the opening is near the anus and 
the sinus leading upward, the operation is simple. Pass a groov- 
ed director into sinus to upper angle, thrust thru mucosa into 
rectum, then with scissors divide overlying tissue. If the sinus 
leads downward, Gant’s angular grooved director should be em- 
ployed. With this the grooved portion can be drawn into sinus 
until felt externally, cut down upon end and force thru and 
divide bridge and treat sinus as is given in complete fistula. One 
of the most interesting cases of this kind I have seen was re- 
ferred me by Dr. Harrelson. The fistula was in the recto-vaginal 
wall, and, owing to its hardness and size, it had been diagnosed 
a growth in the vagina, as it could be felt here distinctly. She 
had been operated upon three times with failure. The opening 
would just admit of a fine probe. I laid it open and curetted 
thoroly and packt every day for a week. She made a permanent 
recovery. In complete fistula, owing to the number of openings, 
often the operation is quite difficult. Each sinus should be laid 
open and curetted in such a manner as to avoid severing the 
sphincter any oftener. than necessary. While in New York lL 
assisted Dr. Gant in an operation of this kind where there were 
thirty-three openings. He divided the sphincter in three places. 
In three or four months the patient was well and had control 
over the sphincter. I had an interesting case of this kind from 
MeFall, Mo., where one sinus was found leading up over the 
coceyx for five inches with two openings into the rectum. I ex- 
cised the sinus wall, repaired the sphincter in the two places and 
got primary union. 

Horseshoe fistula: This operation requires care and _ skill. 
All the sinuses between the external openings should be laid open 
and made to communicate with median tract, whether anterior 
or posterior. This enables the surgeon to divide the sphincter 
but once. I had a very interesting case of this kind referred 
me by Dr. J. D. Griffith. It surrounded the posterior com- 
missure, with an opening entering the rectum posteriorly, also an 
opening leading into the rectum from one of the lateral tracts. 
I did excision and got a permanent recovery. 


EXCISION WITH IMMEDIATE SUTURE. 


Should I fail to make further mention of this operation, I 
would consider that I had omitted the most important method of 
eperating. It was originally introduced by Chassaignae in 1856. 
It was at first limited to the small, complete or blind external 
variety. In 1879 Stephen Smith, of Bellevue Hospital, undertook 
this method in this country with happy results; the results due, 
doubtless, to the knowledge he had of antiseptics. One of the 
very important features in this operation is the preparation of 
the patient and the technic. In addition to the preparation given 
to the other operations, the sinus should be thoroly cleansed with 
peroxide of hydrogen and irrigated with antiseptic solutions three 
or four days before the operation. Then there is introduced thru 
the fistulous tract, after the sphincter is thoroly dilated, a long 
silver probe. By holding both ends, this will serve as a foreep to 
hold the fistula firmly with its indurated wall. The first incision 
is made thru the skin over a probe down to the indurated wall, 
then dissecting carefully the indurated wall from the healthy 
tissue beneath, making a circular incision around the probe at 
either end, and removing the entire sinus wall in toto, which 
will thus be threaded upon the probe. I usually put in two or 
three deep sutures beneath the wound and leave them there until 
after I have brought the flaps into apposition. A strong curved 
Hagedorn needle armed with plain catgut should be used for the 
deep sutures, which should be continuous and never passt thru 
the skin. The divided ends of the sphincter are then sutured to- 
gether. Then the mucous membrane should be dissected up as 
in Whitehead’s operation and sutured to the skin around the 
margin of the anus. This will somewhat prevent the wound be- 
coming infected from discharges from the rectum. Now the 
deep sutures first introduced are brought together and tied. This 
is the only time I use a tube in the rectum after any rectal opera- 
tion. I usually wrap a drainage-tube with gauze and place up 
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about three inches in the rectum to allow the escape of gas 
and feces. I keep the bowels controlled with opiates for a week, 
then I give a tablespoonful each of castor oil and glycerine. 
When the patient has the first desire to defecate, I use an enema 
of a solution of boric acid. 

OPERATIONS IN TUBERCULOUS FISTULA. 

A cautious physician would not think of operating in a very 
advanced or rapidly advancing general tuberculosis, but in the 
earlier stage I favor excision with immediate suture, dissecting 
out the entire tuberculous foci, if possible; or open the fistulous 
tract with Paquelin cautery, thus sealing up the lymphatics. I 
had a very interesting case referred me by Dr. Robert Sloan. 
The patient had no evidence before the operation of tuberculosis. 
After the operation, he developt a cough and night-sweats, became 
emaciated, and I found tubercular bacilli in his sputum. The 
wound was three months in healing. When well, I sent him to 
Colorado for three months. He returned recently in very good 
condition, with none of the evidences of tuberculosis or return 
of the fistula. 

In advanced stages of the fistula I use, as I said before, 10 
per cent solution of ichthyol or iodoform packs, general tonics, 
keeping up free drainage, with climatic treatment if possible. 


IMPROVEMENT OF THE SPECIES—CONSERVATIVE TREAT- 
MENT OF DISEASED TUBES AND OVARIES.* 


BY ALEXANDER HUGH FERGUSON, M. D .,C. M., CHICAGO, ILL., 
Professor of Surgery in the University of Illinois. 


Man is a creature of desires. He is not self-sufficient. He 
is bound to the rest of the universe by tendrils, claws and roots 
of the most relentless necessity. While he is made up of sub- 
stance derived from the earth. lives at the bottom of an aerial 
sea, administers the pompous functions of a household, and his 
desires are innumerable and often hopeless, still of all living be- 
ings he enjoys most that which is pleasant; and my pleasure to- 
day is the emotion accompanying the satisfaction of a desire to 
be respected and thought well of by my associates, and this you 
have manifested by the position with which you have honored 
me a year ago. Let me assure you, gentlemen, that words can- 
not express the intensity of my grateful-impulses for this dis- 
tinction. 

The Tri-State has so healthfully and buoyantly reacht its 
eleventh anniversary that its maturity and perpetuity are as- 
sured. While it has a high social significance to the profession 
and to all those where its meetings are held, still the main satis- 
faction lays in the fact that its chief aim is a considertaion of 
the health and happiness of the people. What higher motive on 
earth is there than this? Our society-is to be congratulated not 
alone on its high aims, excellent accomplishments and laudable 
desires, but, too, upon its freedom from medical politics, or the 
manifestation of seeking selfish personal aggrandizement on the 
part of its members. The best proof of the truth of this is the 
absolute silence that always prevails regarding its future officers. 
During the whole year just past no member has mentioned or 
hinted at successors to your president! 


In order to maintain our exalted position among other and, 


similar societies whose aims are equally altruistic, we must en- 
deavor to live up to the laws of industry. Labor is not pleasure, 
in a philosophical sense; it is pain, and human beings thru all 
ages have struggled to escape it. Man submits himself to labor 
because it is more pleasant than to starve, and also because, too, 
it is “so refreshing to stand on the heads of our fellowmen to 
crow.” This is human. Ubiquitous man, clannish man, stra- 
tegic man, you cannot escape work by shirking, machinery or co- 
operation, so long as the rainfall does@ot bring anything more 
nutritious than water. This is the unanimous opinion of those 
most strongly suspected of being intellectual. Generations in the 
far future may live on sunbeams, but we who are now in Mis- 
souri, Iowa and Illinois, are constrained to be more naturalistic. 

As it is with the individual, so it is with the society. Our 
organization must work to live. While voluntary contributions 
are praiseworthy and always welcomed, reports of cases instruc- 
tive and valuable, and individual experimental contributions com- 
mendable, it has occurred to me that a more direct aim might 
be taken at some one special topic for each year. Let me sug- 
gest that in addition to the ordinary program, a symposium be 
chosen each year for the succeeding meeting, to be opened by 
say three members most distinguisht in the line of work bearing 
on the subject of the symposium. A year’s preparation and 


*President’s address at the eleventh annual meeting of the Tri-Stat 
of Iowa, Illinois and Missouri, April 2 and 3, 1908, at 


concentration, carefully produced before this society and liberally 
discust will, I am conscientiously convinced, command the atten- 
tion of the profession at home and abroad. 


HUMAN IMPROVEMENT AND RACE CONSERVATION. 


The medical profession gains more knowledge of man, phy- 
sically, intellectually and morally than do those philosophers who 
write at great length on sociology, and yet the doctor has not 
enricht the world with a better philosophy, for he has been 
kept too busy at conserving the individual. In order to improve 
humanity some thought must be given to race culture, first from 
a physical standpoint, and then from the viewpoint of intelli- 
gence and morality. It is clear to me that this must be done 
by us. The generative stream is to be changed to improve man, 
not by what we call “natural selection,’ but by a prophylaxis 
against retrograde metamorphosis. The process of regeneration 
is, of necessity, one of healthy generation. Like begets like, and 
must always do so. We Caucasians are the same pale-faced 
duplicates of our progenitors, and our progeny will be a repeti- 
tion of the past. The fundamental laws of heredity have been, 
and no doubt always will be, the same as they are to-day. Any 
physical change in form and mentality to improve man must 
be selected by man according to scientific environments, for he is 
the unrivaled reformer in the universe. The discrimination in 
favor of bringing fitter elements of reproduction together will be 
rational and conscious, 

Let us set ourselves to work to raise and develop a different 
type of bipeds than we see nowadays occupying some palaces. 
Let us apply some of the principles that have improved the 
equine and bovine, to the hominine species. It is true that by the 
blindfold selection of infatuation, fair women and brave men 
have been and are now produced, but by a scientific selection we 
hope to develop good, pure men, as well as strong and pro- 
found women. It is safe to say that upon the character and 
rigidity of the marriage discrimination will depend the impending 
millenium, 

The true status of affairs must be distinctly and profoundly 
realized, and from the darkness will come the spark of illumina- 
tion. Sociologic processes are the natural followers of biologic 
changes. All must come thru the gateway of the womb. It is 
not more babes the world needs, but more of a particular kind 
of babes—those free from congenital defects, hereditary diseases 
and tendencies thereto, and babes of genius and virtue. What 
use have we for innate brats that can only travel to a degener- 
ate maturity by the aid of the doctor? None whatever. Why . 
should criminal blood be injected into posterity? Why should 
drunkards, kleptomaniacs and moral degenerates be licenst to 
produce deficient beings like themselves?’ Tell me why a fool 
should propagate an idiot? Is there any legerdemain of logic 
that justifies society to allow a hypochondriac to curse his prog- 
eny with wretchedness? Let me ask what are man’s obligations 
to the future? Are they to give more consideration to plants, 
flowers, dogs, cats, horses and pigeons than to rearing high- 
minded and strong-bodied boys and girls? Not at all! Malfec- 
tives should no longer be produced, for they are only the sad 
survivals of an inglorious evolution forced upon humanity by 
the careless flotsam of a capricious heredity. 

Then comes the question: Has society the right to protect 
itself and posterity against spurious products? Certainly! It is 
not merely a right, but a duty. The responsibility of all respon- 
sibilities is the parenthood. Let it be more serious, deliberate 
and conscientious, individually and collectively. From the lowest 
kind of perception it is clear that idiots, felons and incurables 
should not be represented in a new generation. It is just as clear 
to the doctor that a person suffering with syphilis, gonorrhea or 
tuberculosis should not be allowed to infect and afflict others, 
let alone the influence upon posterity caused by marriage. No 
person should be allowed to marry without a certificate from a 
reputable physician, stating the physical findings of the person 
intending to marry. Let me entertain the hope that our society 
will impress the Legislatures of Missouri, Iowa and Illinois with 
the necessity of judiciously controlling and guiding the genera- 
tive stream, 

With these few general remarks on man, allow me to offer 
a short contribution of my conservative work on the ovaries and 
tubes of women. 


CONSERVATISM OF OVARIES AND TUBES. 


There are many conditions of the ovaries demanding con- 
servative operative procedures, such as single or multiple 
Graafian cysts, cyst of the corpus luteum, adhesions surrounding 
pace imbedding the ovary, hematoma, dermoid cysts and ovarian 
cystoma, 


In Kelly’s work, “Operative Gynecology,” Chapter XXV, 
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one may find a remarkable production on “Conservative Opera- 
tions on the Tubes and Ovaries,’ which up to the date of its 
publication brought the subject abreast of the time (and more, 
too,) by adding his extensive personal experience in a most suc- 
cinct manner, 


Allow me to emphatically condemn the unnecessary removal 
of ovaries, unless they are hopelessly destroyed by infection or 
are affected with papilloma, sarcoma, carcinoma or tuberculosis. 
An ovary that appears normal should not be removed tho the 
other has to be sacrificed. Even a small portion of one ovary 
should always be conserved. Bilateral amputation of both 
ovaries for disease of only one ovary on the theory that the 
other one, tho perfectly sound in appearance, of normal size, 
shape, color and consistency, may become likewise involved, is 
not justifiable because we have abundant clinical experience to 
the contrary. It has come to the point that a technical reason 
is not an indication for bilateral or unilateral oophorectomy. 


CONSERVATIVE OPERATIONS OF OVARIES AND TUBES. 


Total number Of CASS. ee 
Left ovary diseased............... . 46 
Right ovary diseased. 23 
Left tube diseased... 22 
Right tube diseased............... 17 
Left ovary resected...... 26 
Right ovary resected............... 
Left ovary 
Right ovary 
Number of pregnancies following............12 
Ventro-suspension 5 
Anterior transplantation of the round liga- 
ments 17 


1. HYSTERO-SALPINGOSTOMY.—Hystero-salpingostomy is 
an anastomosis between the uterus and the proximal cut end of 
a remaining portion of a Fallopian tube, that had its obstructed 
proximal end along with the horn of the uterus on the same side 
excised, 

In order that this operation may be performed as aseptically 
as possible, I first cleanse the utero-vaginal mucous membfane, 
using pure lysol to the inside of the uterus, after dilatation and 
curettage. Any operations indicated on the cervix, vagina or 
perineum are not performed until the more important work with- 
in the abdomen is done first. Vaginal section is not at all suitable 
for the execution of hystero-salpingostomy, salpingostomy, bisec- 
tion of ovaries, appendectomy, etc. It is necessary to enter the 
abdominal cavity suprapubically, in order to properly expose, ex- 
amine, and conserve chronically inflamed and partially destroyed 
Fallopian tubes and ovaries. 

INDICATIONS.—The principal indication for hystero-salping- 
ostomy is obstruction of the proximal end of the Fallopian tube, 
which may be due to chronic inflammation or a myoma. The 
age of the patient must be considered. She must be still of 
menstruating age. Even women nearing the menopause should 
be given an opportunity to become pregnant. The operation is 
suitable in cases of hydrosalpinx; cases where the fimbriated end 
is pervious and the proximal end closed, and chronic pyosalpinx 
when the contents of the tube are sterile. There would be no ob- 
ject in performing this operation when both ovaries are de- 
stroyed by disease, as, for instance, in multiple abscesses of them, 
or when they should be removed for some other cause. 


OPERATION.—One determines that the tube is obstructed 
at its proximal end by inability to pass a probe or to force air 
thru it. When the occlusion is found it is best to remove the 
obstructed portion, including the horn of the uterus down to the 
uterine mucous membrane, care being taken not to interfere 
with the vessels immediately below the Fallopian tube; then split 
the proximal end of the remaining portion of the tube about half 
an inch; pass a mattress suture thru the uterine wall from serous 
to the edge of mucous surface, continue it thru the one-half of 
the split proximal end of the tube from serous to mucous sur- 
face, then back from mucous to serous surface of the tube, and 
finally from mucous to serous surface of uterine wall; then deal 
in a similar manner with the other half of the split end from 
the opposite surface of the uterine wall. 

Traction is now made on these two mattress sutures and the 
Fallopian tube is thereby drawn into the wound in the uterus, 
its mucous membrane becoming continuous with that of the 
uterus, and its serous surface coming in contact with the raw 


uterine tissue on both sides. The sutures are then tied. It is 
well to pass two or three interrupted sutures above and internal 
to the tube to close the wound in the uterus, care being taken 
not to constrict the Fallopian tube. The stitch next the tube 
must grasp its outer coats, so as to more firmly secure its posi- 
tion. All sutures are made with chromicized catgut, No. 0. 

It should then be seen that a probe passes readily thru the 
Fallopian tube into the uterine cavity. The tube rests at the 
lower and outer angle of the wound, and every facility is af- 
forded for its fixation and permanent patency. 

2. SALPINGOSTOMY.—It is determined that the tube is 
obstructed by inability to pass a probe or to force air into the 
tube. When found, the indication is to remove the obstruction 
together with the distal end of the tube. This is best done 
diagonally across the tube from above downwards, and outwards, 
leaving a projecting mucous membrane and as large an opening 
as possible, 

On the superior surface of the tube a suture is passt thru the 
serosa a short distance from its free edge and continued thru the 
mucous coat close to its edge. Similar sutures are passt on the 
inferior and lateral surfaces sufficient to insure a perfect union 
of the mucous surface. It will now be seen that a probe can 
be readily passt thru the opening into the tube and the uterine 
cavity. Chromicized catgut No. 0 is used as suture material. 


CASES. 


CASE. I. June 13, 1899. Mrs, F. B. presented herself at 
the hospital, complaining of leucorrhea, dysmenorrhea, pain in 
pelvis, painful coitus, all of which she dates from a miscarriage 
a year previously. 

Operations (contemporaneously): Abdominal section—(1) 
Tubo-oophorectomy on right side for tubo-ovarian sepsis. (2) Sal- 
Ppingosotomy on left side for closed fimbriated end. (8) Hystero- 
salpingostomy on left side for obstructed proximal end of tube. 

The ovary was apparently normal, 

She became pregnant six months later; criminal abortion was 
produced, sepsis followed, and then on presenting herself I found 
it necessary to remove uterus, left tube and ovary. 

CASE II. Mrs. G. D. J., American, aged 32; weight, 138. 
Entered the Chicago Hospital April 8, 1902, complaining of fre- 
quent dull pains in lower abdomen and pelvis. Irregular and at 
times painful menstruation. Attacks of pain in regions of gall 
gladder and right iliac fossa. The pain in the pelvis, which be- 
gan eight years ago, following the birth of a child, was par- 
tially relieved by excision of right ovary and tube a year pre- 
vious by myself, but the dysmenorrhea persisted as severely as 
before the operation. The pain in the right hypochondriaec and 
iliac fossa began about four years ago. 

Operations (contemporaneously): (1) Curettage; found fung- 
oids. (2) Appendectomy; appendix catarrhal and club-shaped: (3) 
Cholelithotomy; gall stones removed. (4) Hystero-salpingostomy. 
(5) Salpingostomy. (6) Bisection of left ovary and cysts removed. 
(Graafian.) (7) Shortening of ovarian ligaments. 

Patient left hospital on nineteenth day quite well. 

Present Condition: Relieved of all symptoms and enjoying 
perfect health. Her transformation from constant misery and 
broken-down constitution to happiness and robust health is ap- 
parently complete. 

CASE III. Miss B. B., Chicago, aged 22; weight, 120 
pounds. Actress. Entered the Chicago Hospital June 4, 1902, 
complaining of painful, irregular menstruation, often lasting five 
or six weeks; dragging pain in back, sides and left leg. Severe 
headaches, sleeplessness and nervousness. Loss of strength and 
weight, Four years ago patient had an attack of peritonitis, with 
a pyosalpinx, which was then drained thru the vagina. These 
followed confinement of seven months’ standing, and two subse- 
quent miscarriages. Until her confinement patient had enjoyed 
excellent health. 

Operations (contemporaneously): (1) Appendectomy; appendix 
appeared normal externally, but it had three strictures within. (2) 
Trachelorrhaphy. (8) Salpingectomy—right; both ovaries appar- 
ently normal. (4) Hystero-salpingostomy—left. (5) Anterior 
transplantation of round ligaments for retroversion and retro- 
flexion of uterus. 

Left hospital in two weeks, feeling quite well, ‘ 

Present Condition: Patient in excellent health, and perfect- 
ly relieved of all symptoms. March 24, reports that she is in per- 
fect health. 

CASE IV. Mrs. W. R. M., American, aged 38. Housewife. 
Entered Chicago Hospital June 17, 1902, complaining of pain in 
left iliac fossa and pelvis. Backache and dragging pains. Pain- 
ful menstruation. Headache, nervousness and sleeplessness. 
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Ten years ago, following a miscarriage, symptoms began to de- 
velop. At various times since then, patient has received some 
medical treatment. Six years ago she gave birth to a baby and 
since then symptoms have been greatly aggravated. 

Operations (contemporaneously): (1) Curettage; nothing 
found. (2) Perineorrhaphy; % laceration. (8) Trachelorrhaphy; 
stellate laceration. (4) Appendectomy; fecal bean confined near 
tip. (5) Bisection of right ovary and removal of cysts, and half 
the ovary. (6) Shortening of ovarian ligament for prolapse of 
ovary. (7) Salpingostomy—right. (8) Hystero-salpingostomy. (9) 
Ovariectomy—left; cystic and imbedded. (10) Anterior transplan- 
tation of round ligaments for retroversion, 

Patient made good recovery and left hospital in three weeks. 

Present Condition: March 24, 1903. Feeling well. No trou- 
ble at seat of operation. Has lumbar pain off and on. 

CASE V. Mrs. S., English; aged 89; housewife. Entered 
Chicago Hospital January 30, 1903, complaining of severe dys- 
menorrhea. At times pain between menstrual periods. These 
symptoms came on after marriage, thirteen years ago, without 
apparent cause and have been gradually growing worse. Men- 
struation has been regular. Has no children. 

Operations (contemporaneously): (1) Curettage; uterus normal 
inside. (2) Myomectomy; six small tumors. (8) Right hystero- 
salpingostomy and salpingostomy. (4) Left salpingo-ovariectomy; 
small tubo-ovarian abscesses. (5) Appendectomy; catarrhal ap- 
pendicitis, 

She left hospital feeling quite well. Present condition ex- 
cellent. Enjoys life and does her own work. 

CASE VI. Mrs. A., American, aged 35; weight, 120 pounds. 
Housewife. Entered Chicago Hospital March 4, 1903, complain- 
ing of dragging pain in back, pain in pelvis, dysmenorrhea and 
burning pain in stomach and right hypochondriac region. Symp- 
toms began about seven years ago, without apparent cause, and 
have persisted with gradual increase, especially in recent months. 

Operations (contemporaneously): (1) Appendectomy; appen- 
dix obstructed by adhesions. (2) Double hystero-salpingostomy 
and salpingostomy. (8) Bisection and removal of cysts of both 
ovaries, 

Present Condition: 


Patient left the hospital feeling well. 


SURGICAL MELANGE.* 
BY B. MERRILL RICKETTS, Pu. B., M. D., CINCINNATI. 


Among eases which have lately come under my care, the fol- 
lowing, I think, deserve recording: 


EXCISION OF CECUM—DEATH FROM GANGRENE, 


CASE I. Female, 62 years old. (Case of Dr. Rupert, Frank- 
ford, W. Va.) Carcinoma in head of cecum, noticed for eight 
months, had caused great difficulty in evacuating bowels. She 
had lost flesh and had other indications of a malignant growth. 
On abdominal section the tumor was found to be movable and 
to involve the small intestine. 

Its removal was considered injudicious and would not have 
been done had it not ruptured during a careful manipulation. 

Complete excision was then made, removing the head of the 
cecum and about eight inches of the small intestine, including 
the ileocecal valve. End to end anastomosis was made with silk 
suture. 

The wound being infected, abdominal drainage was provided 
for with gauze. 

i Her bowels moved several times following the operation; tem- 
perature remained normal, and she continued to take food. 

She progresst favorably until the sixth day, when gangrene 
of the right great toe developt and of the left on the seventh 
day. Both lower legs soon became involved. 

A fecal fistula appeared on the fifth day. 

Gangrene progresst and she died on the seventeenth day. 

There was no glandular enlargement and the neoplasm was 
as perfectly removed as any I have ever encountered. 

The gangrene was due, probably, to occlusion of the popliteal 
arteries, resultant from infection in all probability. 


LARGE SOLITARY GALL-STONE. 


CASE II. Woman, 39 years old, (patient of Dr. Taylor, Ft. 
Recovery, O.), suffered for twenty years with great pain in the 
region of the gall-bladder. During this time she gave birth to 
nine children. Her attacks were periodical, varying from weeks 
to months, but increasing in frequency and severity with age. 


*Read before the Cincinnati Academy of Medicine, March 30, 1903. 


She could, while reclining upon her right side, grasp the stone in 
her fingers. It seemed about half the size of a guinea’s egg. 

Diagnosis: Solitary stone in greatly distended gall-bladder. 
The fluoroscope confirmed its presence, 

Under chloroform narcosis, a cholecystostomy was completed 
in eight minutes. The gall-bladder was greatly distended; stone 
about the size described. 

No pain or abnormal temperature followed operation; she 
left the hospital twenty-five days after the operation with a small 
fistula. 


SARCOMA OF OVARY—OPERATION—RECURRENCE. 


CASE III. Woman, patient of Dr. Insko, Bratton, Ky, no- 
ticed abdominal enlargement for fifteen months. Diagnosis: 
Multilocular ovarian cyst. Operation gave a tumor of forty-five 
pounds including sac and contents, which were taffy-like and in 
many cysts. Left ovary was also involved. Recovery was un- 
eventful. 

Recurrence followed and a second operation was performed 
four months later, 

About twenty pounds of colloid material were removed, some 
of the cysts being “individual.” 

Her temperature continued from 100° to 102° and death oe- 
curred nine days after operation, supposedly due to peritonitis; 
bowels were obstructed. 

Diagnosis at time of first operation: Sarcoma; and prognosis: 
death within a year, 


LIGATION OF SUBCLAVIAN. 


CASE IV. Woman, 50 years old, (patient of Dr. Corliss, 
Brooksville, Ky.), was found to have aneurism of aortic arch, ex- 
isting for several months. 

Under chloroform narcosis, ligation of right common carotid 
artery and subclavian artery in its middle third was performed. 
Time of operation eighteen minutes, 

Radial pulse continued, probably due to previous collateral 
circulation being establisht (as result of pressure of the aneurism) 
thru the subscapular, internal mammary, suprascapular, post- 
scapular, and branches of the subscapular and suprascapular ar- 
teries, one or all. 

A recovery ensued, and her condition improved, but I have 
not seen her during convalescence. 


LIGATION OF COMMON CAROTID. 


CASE V. Man, 50 years old, (patient of Dr. Belt, Canton, O.), 
suffered for a number of years with left trifacial neuralgia. Un- 
der chloroform narcosis I ligated the left common carotid artery, 
giving relief for twenty-four hours, when attacks reappeared, 
but were milder and at longer intervals. His improvement con- 
tinued, and he is now able to attend his business. 


LIGATION OF COMMON CAROTID. 


CASE VI. Man, aged 46 years, (patient of Dr. Chambers, 
ee Ky.), was affected by sarcoma of the left upper 
aw. 
After chloroform narcosis was secured I ligated the left 
common carotid artery; time, five and one-half minutes. 

Then one-half of the palatal bone, together with much other 
— tissue, was removed. He left the hospital on the seventh 
ay. 

There was great pain in the left side of the head, requiring 
morphine at times to give relief before operation. This pain con- 
tinued for several days after the operation. 

The total number of my ligations of common earotid and 
subclavian arteries is: Trifacial neuralgia, ligation of common 
carotid, 6; aortic aneurism, ligation of common carotid and sub- 
clavian arteries, 4; ligation of common carotid artery for other 
causes, 5; total, 15. 

All recovered from operation. 


HYSTERECTOMY—SEPTATE UTERUS, 


CASE VII. Woman, age 35, married but no children, (pa- 
tient of Dr. Tufts, Hartwell, 0.). I removed her appendix and 
ovaries June, 1902, with but little improvement; pus continued to 
flow from the uterus, which had been curetted several times. Her 
temperature varied from 99° to 101° continually. 

In February, 1903, I made a vaginal hysterectomy finding 
a septinated uterus with the left cavity six inches deep, and the 
right three and one-half inches deep. This had not beeu detected 
or suspected. Recovery was uneventful, fever soon disappeared, 
and her condition is better than it has been for years. 

Three segments of the coccyx which was unusually long, be- 
ing curved inward, and hinge-like, were also removed. 
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TWISTED PEDICLE OF OVARIAN TUMOR. 


CASE VIII. Patient, maid, 35 years old, (patient of Dr. Reed 
of Maysville, Ky.), had extensive abdominal enlargement, result 
of several years’ development. Patient was very small in sta- 
ture and emaciated. 

Operation consisted of removal of a left ovarian tumor 
(twisted once upon its pedicle) weighing thirty pounds. It was 
non-adherent and unilocular. Time, eighteen minutes. 

The sutures were removed on the seventh and eighth days, 
temperature remaining normal since operation. 

There was slight pain in the right lower lung on the eighth 
day. She cought rusty sputum but once, and that on the tenth 
day. Pneumonia was suspected, but never fully determined. 

Temperature from the seventh to the twelfth day 100°. 

She sat up in a chair on the twelfth day, had a chill on the 
thirteenth day, returned to her bed and progresst thru five weeks 
of typhoid fever, leaving the hospital about the fiftieth day after 
operation. 

The diagnosis of typhoid was based upon the general symp- 
toms, eruption and blood tests. 


APPENDICITIS FOLLOWED BY TYPHOID. 


CASE IX. Man, age 29 years, (a physician), suffered from 
appendicitis for several years. 

At the operation the appendix, four inches long, was found 
concealed behind the peritoneum; firmly bound to the cecum; and 
completely covered with new tissue, necessitating an incision 
thru it to remove the appendix. 

Recovery was uneventful. He sat up in a chair on the four- 
teenth day, walkt about his room on the fifteenth and sixteenth 
days, and on the seventeenth day had a chill. Was confined to 
his bed for several weeks with a severe attack of typhoid fever. 

The diagnosis was based upon the general symptoms, erup- 
tion and blood tests. 


BULLET IN JOINT. 


CASE X. Man, age 38 years, (patient of Dr. Samms, Crit- 
tenden, Ky.), carried a No. 38 caliber pistol-ball in right elbow 
for three years, resulting in disuse of the arm. 

The fluoroscope gave two distinct shadows at the same time: 
one in the lower and the other in the upper part of the joint. 
Incision upon the anterior aspect of the arm over the elbow joint 
revealed the ball between the articulating surfaces of the radius 
and humerus, It was with great difficulty that the ball was ex- 
tracted, as it would fall into the lower part of the joint whenever 
the arm was extended. It was only when the arm was flext that 
the ball would again appear at the upper border of the articulat- 
ing surface of the radius. Recovery was uneventful with good 
use of the arm. 


PYOSALPINX—OVARY SAVED. 


CASE XI. Woman, 21 years old, (patient of Dr. Faust, Rob- 
bins, Tenn.), had been an invalid since the birth of her child, 
eighteen months ago, suffering intensely with pain in the pelvis. 
The uterus was movable and diagnosis very much in doubt. 

Operation: Removal of a diseased appendix and right ovary. 
The appendix was adherent to the ovary, which was cystic and 
two-thirds the size of a hen-egg. 

The right tube, not being diseased, was not removed. 

There was pyosalpinx of the left tube which together with 
the left ovary were completely imbedded in new tissue. The 
left tube was removed but the left ovary was not, as it was not 
abnormal in size or diseased so far as could be determined. 

This case is reported as somewhat of an anomaly, illustrat- 
ing what I believe should be done in this class of cases. 


ABNORMAL URETHRA. 

CASE XII. Patient, woman age 62 years, (patient of Dr. 
Zwick), had carcinoma of the cervix. Chloroform was adminis- 
tered and vaginal hysterectomy performed. 

There was voluntary urination for six days, at the end of 
which time the dressings became saturated with urine, which was 
very offensive. Perforation of the bladder was suspected. On 
the eighth day the nurse was instructed to use a catheter. She 
reported that it could not be done. Another attempt was made 
to introduce one, but the external meatus was found too small for 
any but the “infant metal catheter,” thru which the urine would 
not flow. 

There had not been any opening made in the bladder at 
time of operation. The urine was allowed to pass involuntary 
until it became, of itself, again voluntary. Recovery was other- 
wise uneventful. 

The case is reported on account of an abnormal urethra as a 
complication in a hysterectomy, 
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SURGICAL NOTES. 


THE VALUE OF RADIO-THERAPY IN CANCERS. 


In a paper read before the American Dermatological Associa- 
tion, September, 1902, Dr. Charles W. Allan (Journal of Cutaneous 
Diseases), reports the results obtained in forty-seven cases of 
cancer. Ten were breast cases; one rectal; one, uterine; one, 
glands and tissues of the neck; three, sarcoma, and one supposed 
to be sarcoma; thirty were dermatological cancers; two epithelio- 
ma of the chin; nine of the nose or nose and cheek; three, multiple 
—one being in a subject of xeroderma pigmentosum; five were 
upon the cheek near the eye, four of the lip; two of the arm. 
The results were as follows: 


Ceast treatment improved ....... ...... cece 3 
Ceast treatment unimproved ...... ......... 5 
Improved and under treatment ....... .... -9 


From all of which the author concludes that it is a good 
treatment for many cases, It is especially of value in the treat- 
ment of those cases in which the patient will not consent to op- 
eration, however strongly urged. 


OPERATION FOR GOITER. 


The medical treatment of goiter being wholly unsatisfactory, 
the question of interest is: When must operation be urged? Dr. 
Ingersoll Olmstead, of Toronto, in reporting twelve successful 
cases (Philadelphia Medical Journal, March 21), claims that op- 
erative measures should always be instituted as soon as the goiter 
becomes dangerous, i. e., when attacks of dyspnea appear or in- 
flammatory changes occur or there is the slightest suspicion of a 
malignant degeneration. All enlarged thyroids, classt as deep, 
having a tendency to grow toward the aperture of the thorax, 
even if they are movable, should be considered dangerous. All 
goiters that have reacht considerable development from the for- 
mation of single large colloid nodes can only be actually removed 
thru operation. Medical treatment acts principally on the ac- 
companying hyperplastic parts. When, with moderate goiter, 
symptoms like those of Basedow’s disease appear, accompanied 
by an increast development of the goiter, an operation is the best 
means of warding off that dread disease. To these may be add- 
ed the goiter in most cases of Graves’ (Parry’s) disease. 


EDEBOHLS’S OPERATION FOR BRIGHT’S DISEASE. 


Since there has been so much interest in the possible results 
from renal decapsulation for chronic nephritis, the latest reports 
from Edebohis’s work (which embraces 51 cases), are worth re- 
cording. In 47 instances double renal decapsulation was per- 
formed in every instance at a single operation; in four instances 
a unilateral renal decapsulation was done. Seven patients died 
within 17 days after operation; 7 patients died at periods varying 
from 2 months to 8 years after operation, the average being 20 
months. Two patients do not show satisfactory improvement. 
Twenty-two are in various stages of satisfactory improvement, 
varying from 2 months to 15 months after operation. The urine 
of several of these is entirely free from albumin and casts, but 
they have not passt the probationary period of 6 months of nor- 
mal urine, before which they are not entitled to a place in the 
list of cured. One patient, after a cure lasting 4 years, again 
has chronic Bright’s disease, one kidney only being operated up- 
on. Nine were cured of chronic Bright’s disease and remain 
cured at periods after operation varying from 21 months to 10 
years, the average duration being over 4 years. Three patients 
disappeared after leaving the hospital, and no trace of them can 
be found. American Medicine calls especial attention to the fact 
that a number of these patients were operated upon in the very 
late stages of the disease, when little hope of benefit could be 
had. Of all patients who applied only two were refused opera- 
tion. Edebohls says no surgeon should attempt the operation 
who is not familiar by experience with renal surgery. The op- 
eration for double renal decapsulation should in no case exceed 
one hour in duration, as the anesthetic is the dangerous factor. 
Rapidity and dexterity are prime requisites. The histories of 
heretofore unreported cases are detailed at some length. The 
most noticeable feature after operation is the prompt increase 
in urea. An increase from 6 grams previous to operation to 35 
grams within a month after operation has been observed, the 
greatest relative gain being in the first two or three months. 
Cast, such as_ the waxy, fatty, epithelial and pus casts, which 
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denote destruction of the secreting structure, disappear first, us- 
ually requiring 1 to 12 months or more. Granular and hyaline 
easts next disappear, albumen usually persisting for some tim 
after all casts have disappeared. ‘ 


TREATMENT OF SYPHILIS: 


Horwitz, in the Amer. Text-Book of Ther., recommends the 
following in the treatment of the initial chancre: 


R. Unguenti hydrargyri nitratis .............. 7.3 

Unguenti iodoformi 

Balsami peruvianae 

Unguenti belladonnae 

M.  Sig.: Apply locally. The patient should be instructed 
not to allow the salve to remain too long in contact with the 
parts; otherwise it will become rancid and cause greater injury 
than benefit. 

The following ointment is also recommended: 

R. Unguenti hydrarg. nit ....... .. 2. 

Unguenti petrolati ....... .. 15. 

M. Sig.: Apply locally. 

Another excellent ointment of service in hastening cicatriza- 
tion is composed as follows: 

R. Unguenti hydrargyri oxidi rubri............ .5 

Unguenti petrolati ..... .......... 

M. _ Sig.: Apply locally. In the local treatment of the skin 
eruption the following is recommended applied to the sores after 
removing the crusts by the application of hot water to soften 
them: 


Ung. belladonnae ...... ..... 
Ung. iodoformi q. 8. ad.......... 


M. Sig.: As a local application. 


The mucous patches may be easily controlled by instructing 
the patient to avoid all highly-seasoned foods, stimulants and 
such articles of diet as are liable to irritate the sores. Tobacco 
should be discontinued until the mouth is well. If the patches 
are superficial and not too numerous they should be toucht with 
the following solution: 

Aquae destil ....... .. 30. 

M. Sig.: Apply once daily to the patches. 

The following astringent mouth wash should be used: 


Olei gaultheriae ..... ...... 


M. _ Sig.: As a mouth wash two or three times a day. 
And for the alopecia, to stimulate the new growth of hair, 
the author recommends the following: 


R. Hydrarg. chloridi corros ........ .35 
Tinct. cantharidis 
Alcoholis q. s. ad..... ....... 360. 


M._ Sig.: Apply locally to the scalp with a sponge moistened 
in the solution and use thoro friction. 


FORMALIN INJECTIONS IN SEPTICEMIA. 
The intravenous injection of formalin solution for sepsis, 
which has been given such prominence recently by a New York 
physician (Barrows) is discusst editorially by Journal of the 


American Medical Association, Feb. 1, saying: there are the very 


best of reasons for questioning the correctness of the inference 
that the recovery in this case referred to by the daily press re- 
sulted directly or indirectly from the injection of formalin. The 
reasons for this doubt may be presented under two heads, name- 
ly (1) the now well-known occurrence of spontaneous recovery 
from various forms of septicemia, or “blood poisoning,” and (2) 
the inadequacy of available evidence to show that formalin solu- 
tion has any bactericidal or curative effect when introduced into 
the circulation of infected animals in non-fatal doses. Every 
physician of experience has had the opportunity to observe appar- 
ently “hopeless” cases of septicemia sudden change for the bet- 
ter and perchance after a remission or two go on to recovery. 
The bad prognostic significance formerly and even now attacht 
to the diagnosis of septicemia is sure to undergo considerable 


modification as the results of bacteriologic examinations of the 
blood during life, according to approved methods, become more 
generally known. It has been shown conclusively that cases of 
bacteriema (be it streptococcemia, pneumococcemia or staphylo- 
coccemia) may recover spontaneously even when the blood had 
been found to contain large numbers of bacteria, and even when 
metastatic foci, such as articular inflammations and endocarditis, 
have developt. This being the case, the recovery in a single, 
isolated instance of streptococcemia injected with formalin proves 
little or nothing in regard to the value of the latter. For aught 
we know it might be nearer the truth to say that recovery re- 
sulted in spite of the formalin injections. One can not regard 
puerperal septicemia “as an otherwise fatal condition.” In 47 
cases of bacteriema, demonstrated to be such by cultures from 
the blood during life by Bertelsmann, death took place in 26. 
In this series there were 28 cases of streptococcemia, and of these 
13 died. Other examples of this kind could be cited. Recently 
Herrick has collected a number of cases from the literature of re- 
covery after undoubted malignant endocarditis. He is fortunate 
enough to furnish the anatomic proof of the healing of ulcerative 
endocarditis in three cases in the form of healed valvular perfora- 
tions. In view of these facts it is self-evident that the value of 
formalin injections in septicemia can be determined, from the 
clinical standpoint, only by systematic use in a large series of 
eases under careful control by persons capable of sober judg- 
ment. Coming now to the experimental study of the curative 
and bactericidal action of formalin solutions in infected animals, 
then we may say, in brief, that the results so far are not at all 
encouraging. Fischer and Tieken found that repeated intraper- 
itoneal injections of formalin, 1-2000 to 1-1000, in doses of from 
four to eight cubic centimeters, had an unfavorable influence in 
guinea pigs with peritoneal tuberculosis. The injected animals 
were less able to resist the tuberculous infection than those not 
injected. Fortesque-Brickdale found that formic aldehyd in large 
doses so depresses animals infected with pneumococci that they 
die sooner than an untreated animal used as control. Formalin, 
i. e, formaldehyd, according to Waldemar Koch, interferes 
with the normal proteolytic processes in the cells, and hence it 
would tend to reduce rather than strengthen the cellular re- 
sistance to noxious agents. Certainly not much may be hoped 
from the use in human septicemias of an agent that has proved 
so disappointing in animal experiments. Pending scientific in- 
vestigation, an emphatic caution should be given to the gen- 
eral practitioner. Six or more cases in which this agent was 
used are already reported in the newspapers, and most of these 
trials were undoubtedly suggested by the accounts of Barrows’ 
case in the lay press. This indicates the eagerness of the pro- 
fession to avail itself of any hope of relief in a desperate con- 
dition. The trial should certainly be left to cases in extremis. 
Barrows himself warns the profession against indiscriminate use 


of this agent where proper blood cultures have not been made - 


to determine the cause of the septicemia. The technic of the in- 
jection is simple—that of any intravenous infusion and with all 
the usual surgical precautions. The solution used has been of a 
strength of 1 to 5000 of formalin in physiologic salt solution. As 
much as 750 c. ec. have been injected. In determining the results the 
value of injections of physiologic salt solution itself, either with 
or without abstraction of some of the sepsis-laden blood should 
be remembered. Control experiments would be of exceeding 
value in such cases if they were possible. 


ABDOMINAL RIGIDITY IN DIAGNOSIS. 


Blake, of New York, says (New York Medical Journal) that 
the abdominal rigidity is caused not only by inflammation, but 
also by irritation of the peritoneum. It is well markt in all 
pyogenic forms of peritonitis, and usually absent in the chronic 
forms, as tuberculous peritonitis, but may be present in a rapid 
extension to a previously healthy portion from the rupture of 
a walled-off loculus. The extent of rigidity is a reliable index 
to the amount of peritoneal surface implicated. This is undoubt- 
edly due to the segmented innervation of the abdominal wall. 
Thus, a segment of the abdominal wall may be quite rigid, 
while its neighbors are flaccid. The different appearances of 
rigidity and its occurrence in different abdominal conditions are 
best shown by taking up these conditions in order. Hemorrhage- 
rigidity appears coincidently with the escapeof blood into the 
peritoneal cavity. In rupture or perforation of hollow viscera 
with escape of their contents, rigidity may be caused by the irri- 
tation of the ensuing inflammation, so that it may be present at 
once or later. In peritonitis rigidity is always present except in 
chronic forms, and in advanced cases of general periton- 
tis. It varies greatly, and isa most valuable sign in estimating 
the degree and extent of the peritoneal involvement. In appen- 
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dicitis it is absent in the catarrhal forms, but as soon as the in- 
flammation extends to the peritoneum it appears and increases 
directly with the amount of peritoneum involved. Hence, markt 
and extending rigidity appearing early in a case of appendicitis 
denotes danger, and often a rupture of a distended appendix. 
Thoracic inflammation also gives rise to rigidity in the upper por- 
tion of the abdominal wall, and must be excluded by a careful 
examination of the thorax. After a thoro study of the subject, 
he concludes: “Abdominal rigidity is a constant symptom in 
all irritation and inflammation of the peritoneum, and is, there 
fore, a valuable sign in the diagnosis of the presence of foreign 
materials in the peritoneal cavity, even before inflammation has 
ensued. It is a fairly accurate index to the severity and extent 
of a peritoneal implication, and is, therefore, valuable in ob- 
serving the course and estimating the severity of a peritonitis. 
It is a more reliable sign than pain or tenderness in the diagnosis 
of perforation occuring in typhoid fever.” 


INTERNAL TREATMENT FOR CANCER, 


Behla’s treatment of cancer is attracting much attention at 
present. His latest report is of three cases. The first was an ad- 
vanced case of cancer of the cervix. Lysol was prescribed for a 
vaginal douche, but the patient also took internally 15 drops in 
milk daily. A favorable result was obtained in this manner in a 
second case, beginning cancer of the cervix. In a third (ad- 
vanced cancer of the cervix, involving the bladder and with tu- 
berculosis of the lungs) there was no improvement. Southwick 
(Hahnemannian Monthly) observed a very favorable effect 
of lysol in improving the general condition in a case of advanced 
eancer of the cardiac region, and in another case of cancer of 
the cervix. In the second case, a diminution of the growth was 
observed. Behla recommends in the beginning, 10 drops 4 times 
daily, and in a weak person, 5 drops. After 4 weeks, 20 drops and 
finally 25 drops of lysol in half a cup of some cereal or milk. 
After 4 days, he uses the following prescription intermittently: 

R. Iodine, 0.25; kali iodide, 2.0; distilled water, 100.0. Sig.— 
One teaspoonful in water, 3 times daily. 


TUBERCULAR APPENDICITIS. 


Two cases of appendicitis due to tubercular disease are re- 
ported in Brooklyn Medical Journal by Dr. B. B. Mosher. In the 
first (which presented the usual symptoms of the disease) there 
was nothing unusual about the operation, patient running a very 
favorable after-course until the fourth day, when he developt » 
temperature of 103, irritating cough; and 34 hours later a rash 
appeared on the face and chest of a typical measly appearance. 
This intercurrent attack of measles ran the usual course, follow- 
ed by desquamation. Patient was up and about in four weeks. 
The stitches were removed on the tenth day and primary uniou 
was present. The contents of the appendix were subjected to 
microscopical examination and to Dr. Mosher’s surprise nothing 
but tubercle bacilli was shown. At the time of the operation 
the patient was in good health, lungs normal, but three years 
later, he developt pulmonary tuberculosis, from which he died 
at the end of two years. The second case differs from the first 
in so far as appendicitis was a concomitant and not a preceding 
condition. This patient developt an acute attack of appendicitis 
on April 12; temperature showed a very unusual degree of ele- 
vation, running 104; pulse 120; no vomiting; considerable shock; 
tenderness; and abdomen tensely distended. The patient had had 
an attack of pneumonia ten years previously, from which he 
recovered very slowly, but had been in a fair state of health un. 
til this time. It was decided to proceed with the operation, which 
was done shortly after noon on the same day. On opening tie 
abdomen there was sero-pus evident in the peritoneal cavity. The 
peritoneum and other tissues in the inter-abdominal field of oper: 
ation were studded extensively with the tubercles of miliary tu- 
berculosis; one tubercle on the side of the appendix had evidently 
broken down, causing a perforation of the appendix near its dis- 
tal end. The patient recovered from the operation slowly, but af- 
ter five weeks was sent away for change of climate, temperature 
still above normal. Three months later he died from general 
Iniliary tuberculosis. 


THE MICROSCOPE AT OPERATIONS. 


Dr. Geo. M. Edebohls, of New York, in the January number 
of the Post-Graduate, calls attention to the fact that there is 
comparatively slight recognition by surgeons of the value of an 
intelligent use of the microscope during surgical operations, this 
being especially true in England and France. He says that 
there is no good reason why the microscope, in competent hands, 


should not be used during operations at private houses, as well 
as in hospitals, and urges the further use of this method. Sev- 
eral examples are given to prove the value of the study of frozen 
sections during operations; being particularly true of material ob- 
tained of uterine curetting, of obscure abdominal growths, and 
breast tumors. In at least three operations upon the kidneys 
such examination was necessary to differentiate between chronic 
interstitial nephritis and acute miliary tuberculosis. In one in- 
stance it decided between tuberculosis and miliary abscesses 
of the kidney. 


PROLAPSE OF KIDNEY. 


Dr. John Stewart, of Halifax, N. S., from a not inconsider- 
able experience concludes that displacement of the kidney often 
occurs without general ptosis of the abdominal viscera and may 
cause serious trouble by disturbance of circulation, etc. He also 
thinks that reflex disturbances of the renal circulation predispose 
to nephroptosis. It has been shown in the laboratory that the 
bulk of the kidney may vary widely and rapidly according to the 
action of its vasomotor nerves, producing anemia with contrac- 
tion, or, on the other hand, engorgement. When one considers 
the way in which the abdominal and pelvic viscera are related 
to each other thru the complex ramifications of their nervous sup- 
ply, he can understand how a disturbance of almost any viscus 
may influence the circulation in the kidney. It is probable that 
the preponderance of cases of movable kidney in women is due, 
to some extent, to the constantly recurring disturbance of cir- 
culation due to reflex action in the closely associated plexuses of 
nerves supplying the kidney, uterus and ovaries. The symp- 
toms produced by nephroptosis may be caused reflexly, thru the 
nervous system, or mechanically. Thus, vomiting may be in- 
duced reflexly in the same way as in renal calculus, or the drag- 
ging or torsion of the kidney may cause kinking of the bowel and 
mechanical obstruction. Hematemesis, hematuria and even in- 
testinal hemorrhage may be produced thru reflex congestions or 
mechanical obstructions. The effect upon the kidney itself of 
these disturbances, repeated engorgements, torsion of its vessels, 
kinking of the ureter, interferences both with its blood-supply 
and with its secretory function, must be very injurious. While 
it is certain that a movable kidney may give rise to no trouble- 
some symptoms, it is important to keep this abnormality in mind 
when studying abdominal and pelvic cases. The condition is 
very often overlookt. Within the last year he has noted in var- 
fous journals the following mistaken diagnosis—gastrie ulcer, 
neurasthenia, fecal accumulation, malignant tumor of bowel, 
ovarian tumor, hydrosalpinx, enlarged gall-bladder, displaced liv- 
er. In all of these the real condition was nephroptosis. Several 
cases are on record in which the symptoms led to the diagnosis 
of hepatic colic. At the operations no gall-stones were found, 
but a movable kidney was sutured in place, and the symptoms 
disappeared. On the other hand, movable kidney has been diag- 
nosed in a case of cancer of the colon, and in a case of stone in 
the hepatic duct. 


FOR EPISTAXIS. 


For severe nose-bleed Canada Medical Record says that all 
that is necessary to control it is to fashion, with a pair of scis- 
sors, a dry plug of prepared sponge, in size and length compar- 
able with the little finger of a twelve-year-old boy. This should 
be carefully soakt in boiled water, to free it from grit, squeezed 
dry, to free it from unnecessary fluid, and inserted its full length 
gently along the floor of the bleeding nostril. No styptic is nec- 
essary. The expansive pressure of the soft sponge against tne 
bleeding side, increast by the coagulation of a few drops of blood 
in its interstices, will check the bleeding at once. It should be 
removed in twelve hours; under no circumstances should it remain 
longer than twenty-four hours. 


FATAL BLEEDING FROM ADENOIDS. 


A fatal case of secondary hemorrhage four days after re- 
moval of adenoids was reported to the Canadian Medical Asso- 
ciation by Dr. Perry G. Goldsmith, of Belleville, Ont. There 
was nothing peculiar about the operation and the condition of 
the patient on the second and third day after the operation was 
apparently satisfactory; on the fourth day, however, repeated anc 
alarming attacks of hemorrhage set in, resulting fatally in a few 
hours. There was no history of hemophilia. The patient was 
under the care of the family physician at the time of death, 
and as no post-mortem could be obtained, the cause of the hem- 
orrhage remains unknown. 
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GYNECOLOGICAL NOTES. 


TREATMENT OF BACKACHE IN WOMEN. 


According to Fenwick (New York Medical Journal), there are 
four principal causes for this very common condition in women: 
(1) Displacement of the uterus, most commonly retroflexion, and 
especially if this is associated with enlargement of the organ, 
either from subinvolution or from the presence of a new growth, 
and that the direct cause of the pain is due to the dragging on 
the uterine ligaments, which, in cases of prolapsus of an enlarged 
organ, must be more or less considerable. The uterosacral bands 
extend from the bodies of the second and third sacral vertebrae, 
and thus the constant dragging causes this pain. The treatment 
in such cases consists in replacing the uterus and keeping it in 
its normal position. This the author does with success in many 
eases by the use of the Hodge or Zwancke pessary. (2) Pres- 
sure on the sacral nerves, due very frequently to constipation. 
For this the treatment has been very frequently outlined. Fen- 
wick proposes the following: 


Iron phosphate ... ......... .. .....two grains 
Extract of belladona .......... one-fourth grain 
Extract of nux vomica ........ one-fourth grain 
Extract of cascara sagrada .......... two grains 


One such pill to be taken three times daily after meals. (3) 
Muscular atony. The pain is felt in the lumbar and dorsal re- 
gions; generally found in anemic persons of sedentary habits. 
The treatment is the ordinary systematic routine, with gymnas- 
tics, massage and electricity for the local condition. (4) Affec- 
tion of the cervix uteri, especially its dilatation by some new 
growth, the pains bearing an analogy to those of the first stage 
of labor. The treatment is purely surgical. 


PELVIC TUMORS COMPLICATING PREGNANCY. 


Two more cases of pelvic tumor complicating pregnancy are 
reported in St. Louis Courier of Medicine by Dr. Henry Schwartz, 
Professor of Gynecology in Washington University. The first 
was that of a woman of 34, pregnant for the second time. Va- 
ginal examination during the first stage of labor showed that the 
upper part and posterior two-thirds of the lesser pelvis was filled 
by a smooth tumor partially divided into two portions. While 
preparations were being made to puncture the tumor thru the 
posterior vaginal wall and follow this by Cesarean section if 
necessary, the fetal heart sounds ceast and craniotomy was per- 
formed. The patient died two weeks later. Autopsy showed 
a large, vascular, myxomatous fibroid that originated between the 
layers of the left broad ligament. The second case was some- 
what similar, the tumor being discovered three months before 
end of term. A few days before full term the tumor was punc- 
tured, colloid material being obtained. Cesarean section was 
then performed, and the tumor, a large colloid of the left ovary, 
removed. Mother and child are both living and healthy. 


LIGATION OF ARTERIES FOR UTERINE CANCER. 


Tying the hypogastric and ovarian arteries is proposed by 
Lindenthal (American Medicine), for inoperable uterine carci- 
noma. He reports three cases in which this produced a favora- 
ble effect upon the hemorrhage. The advance of the cancer was 
not restricted, but the fetid discharge was improved by a simul- 
taneous curetment. In two cases the general condition was im- 
proved by the cessation of hemorrhage, but in the third cachexia 
was so severe that improvement seemed no longer possible. He 
cites cases of Kronig’s in which the hemorrhage ceast after this 
palliative treatment. After reviewing a number of other cases 
he concludes that the ligation of the hypogastric and ovarian 
arteries is to be recommended in those cases in .which inoperable 
cancer has not extended far into the vagina, in which there is little 
or no cachexia, and the threatening hemorrhages can be con- 
trolled in no other way. If in any case the abdomen has been 
opened to perform a radical operation which is found impractica- 
ble, then this palliative procedure should be carried out. 


GONORRHEA IN WOMEN. 


This subject is ably handled in an article in April number 
of Brooklyn Medical Journal by Dr. A. A. Hussey, Adjunct Ob- 
stetrician to°the Brooklyn Hospital. His conclusions are: (1) 
Gonorrhea is a frequent disease among married women. (2) Its 
effects are often disastrous to the individual, to the family, and 
to society. (8) It begins as an acute inflammation and soon be- 
comes chronic, or it is practically chronic from the start. (4) 
The acute inflammation,if seen early and treated intelligently,may 
be cured. The chronic form is often located in the external 


genitals for a time, and is then amenable to treatment. (5) 
When the inflammation has involved the tubes and ovaries the 
normal condition of the parts is rarely restored.. (6) The treat- 
ment of gonorrhea in women is made difficult by the fact that the 
patient does not apply for treatment at the beginning of the dis- 
ease. This is due, in the acute cases, to her ignorance of the 
meaning of the symptoms, and in the chronic cases, to lack of 
significant symptoms. (7) The best treatment is prophylactic. 
(8) Treatment of the disease, to be effective, must be commenced 
early. This can be accomplisht only by teaching women that 
urethritis and leucorrhea are often the precursors of a chronic 


disease’ that may undermine their health, cripple their reproduc- 


tive ogans, and not infrequently cause death. 


HYSTERECTOMY FOR PUERPERAL SEPSIS. 


American Gynecology for February, 1903, contains an article 
by Dr. Charles Jewett, in which the author tabulates all the ma- 
terial that he has been able to obtain in regard to the effects of 
hysterectomy in childbed sepsis and finds a total of 116 opera- 
tions. In 4 the result was not stated; of the remaining 112, 59 
resulted successfully, that is, 52 per cent. In 34 operations after 
term labor, there were 17 recoveries (50 per cent), and in 28 
after septic abortion there were 11 recoveries, or 39.2 per cent. 
In 25 cases in which no extrauterine structures were involved, 19 
were saved, 76 per cent. Of 12 patients in whom peritonitis was 
found at operation, 2 or 16.6 per cent recovered; in 12 cases where 
hysterectomies there were 27 recoveries, or 50 per cent; and in 
In 17 cases operated on the first week after delivery, there were 
64.7 per cent of recoveries. Seventeen operations during the 
second week gave 52.9 per cent of recoveries. In 54 abdominal 
hysterectomies there were 27 recoveries, or 50 per cent; and in 
29 vaginal operations there were 14 successful results, 48.8 per 
cent. In 8 cases of supra-vaginal amputation with extraperi- 
toneal treatment of the stump, all the patients recovered. No 
instance of recovery appears where there was a clearly-establisht 
diffuse peritonitis. The experiences presented justify the con- 
clusion that while hysterectomy is very seldom demanded in the 
treatment of puerperal septic infection, the operation cannot 
be wholly rejected. In rare instances it is clearly indicated. 


SCOPE OF VAGINAL SECTION. 


Vaginal section has an earnest advocate in Dr. H. J. Boldt, 
of New York, He says (American Medicine): Many who eight 
years ago opposed vaginal operations are now their most earnest 
advocates. Meantime his own views have been modified, and 
after a study of the subject, based upon more than 500 vaginal 
sections, he concludes that its application is much more limited 
than he formerly supposed. He would employ this method for 
suppurative salpingitis and ovarian abscess and in all instances 
of pelvic suppuration in which it is evident that the pus can be 
reacht thru the vagina. With the exception of such instances 
as described he thinks conservative surgery upon the uterine ad- 
nexa can best be performed by abdominal celiotomy. Diseased 
ovaries or small ovarian tumors should be removed by way of the 
vagina unless the adhesions are too extensive; but abdominal sec- 
tion is generally to be preferred for ectopic gestation and also for 
myomectomy for certain kinds of tumors. Displacements of the 
uterus are often indications for colpoceliotomy, but for backward 
displacements Boldt prefers shortening the round ligaments thru 
an abdominal incision. 


TO CURE RETRODEVIATIONS OF THE UTERUS. 


In a recent paper on this subject, Dr. Augustin H. Goelet, 
of New York, said that errors in treatment and unsuitable oper- 
ations are far too numerous to warrant the belief that posterior 
displacements of the uterus are clearly understood by all who at- 
tempt to deal with them. He emphasized the importance of the 
utero-sacral ligaments in supporting the uterus, claiming that 
their significance is frequently lost sight of, both in the operative 
and non-operative treatment of these conditions; to the import- 
ance of an accurate knowledge of the condition of the endome- 
trium, uterine walls, and pelvic floor; and to certain concomitant 
conditions which would make operations fail in their object. He 
emphatically disputes the assertion that posterior displacements 
can ever be cured by strictly non-operative treatment. He ad- 
vises in the treatment of retroflexions of not too long standing, 
dilatation with curettage and introduction of drainage stem with 
the fundus thrown forward by a tampon during treatment, fol- 
lowed by a pessary to hold the fundus in an exaggerated position 
till no tendency to return to the former position is 
shown. In _ retroflexion with retroversion, after the first condi- 
tion is cured, the second is best treated by shortening of the 
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utero-sacral ligaments, while some can be cured only by ventral 
suspension. Shortening the round ligaments in the inguinal 
canal is advisable in “movable retroflexions’ without complica- 
tions as the best method of procedure. In retroversions the auth- 
or advises as sufficient (in a limited range of cases) initial treat- 
ment of the metritis and endometritis present by curettage and 
gauze in the uterus, followed by tampons rather than pessaries, 
with the faradic current for tonic effect to utero-sacral ligaments. 
He describes a new operation for fixation of cervix in a posterior 
position. After denuding a small area on the posterior aspect of 
the cervix and a corresponding one on the vaginal wall in the 
posterior cul-de-sac, the two places are brought together by suture. 
This simple procedure, he claims, holds the cervix backward in 
position and throws the fundus forward. It was further claimed 
that in retroversion with prolapse and cystocele, ventral suspen- 
sion gives the best results, as also in conditions of extensive ad- 
hesions complicated by diseases of the appendages. Ventral sus- 
pension does not interfere with pregnancy. 


THE “BATSON”? CURE OF MAMMARY CANCER. 


Dr. Jennie C. Drennan, of St. Thomas, Ont., in New York 
Medical Journal, says of this matter: Any views advanced con- 
cerning the physiology of the generative system must as yet be 
necessarily theoretical; but, for this very reason, herein lies a 
wide field for the coming gynecologist; for he must needs be a 
physiologist if he is to prevent instead of cure disease. In 
an article entitled “The Maturation of Ova in Relation to Puberty 
and the Menopause,” publisht in the New York Medical Journal 
for August 9, 1902, I advanced the theory that the absorption of 
matured ova prior to puberty and after the menopause might pre- 
vent fatty degenerative changes occurring in the mammary 
glands, and that, therefore, for the cure of mammary cancer 
by development of fatty degeneration in the glands, the removal 
of the ovaries would be necessary. Since writing the above arti- 
cle my opinion has been changed somewhat—our thoughts of yes- 
terday are not those of to-day—and am willing to believe that, 
prior to puberty and after the menopause, no ova are matured, 
the only function of the ovaries then being the formation of an 
internal secretion; and, further, that maturation of ova occurs 
only during the fruitful period of a woman’s existence, and then 
only during the period of ovulation, being one of the acts in the 
normal physiological generative cycle—ovulation, pregnancy, and 
lactation. A prototype on a smaller scale is ovulation, menstru- 
ation, and slight mammary symptoms; the last two are the fruits 
of a disappointed pregnancy, two pathological results. At other 
times the ovaries are in a quiescent state similar to that occur- 
ring prior to puberty and subsequently to the menopause. Dur- 
ing ovulation there is an increast amount of blood in the ovarian 
tissue; during pregnancy in the uterus, to nourish the fetus; and 
during lactation in the mammary glands, to furnish the mam- 
mary secretion; also, during the period of pregnancy, a slight in- 
crease is noticed in the glands, to prepare them for lactation. In 
the case of menstruation the uterus is depleted; and instead of, 
as after pregnancy, the greater amount of blood going to the 
mammary glands it is transferred to the ovaries. The abnormal 
carrying out of this physiological cycle, in which one factor fails 
to be actively employed, is accountable for much of our present 
day ovarian and uterine disease; these organs are not allowed 
their proper amount of rest. Not more than one of these factors 
in this cycle can predominate at one time. In the cow, for exam- 
ple (and we must study the lower animals, for life is more natural 
in them) there is the period of pregnancy and dryness, without 
mammary secretion. Then, after pregnancy, lactation, and after 
a certain interval or diminution in the mammary secretion—evi- 
dencing the transference of the amount of blood necessary for a 
larger secretion to the ovaries for the purpose of ovulation—fol- 
lows the farrow period, which is in its turn followed by preg- 
nancy, a readiness for which is evidenced by sexual excitement 
on the animal’s part. All our human life is so unnatural that 
such signs are unobserved. In the lower mammals it is most 
probable that ovulation is not a monthly function, as we believe 
it to be in the human female. From the foregoing, instead of 
there being an absorption of matured ova having an effect in in- 
hibiting fatty degenerative changes in the mammary glands, we 
may say that quiescence of ovulation has the effect of causing a 
greater supply of blood to the mammae, thereby increasing lac- 
tation, if it is in progress; and that the removal of the ovaries 
would cause a still greater vascular supply—as in spaying of 
cows; and that, in the case of lactation being altogether absent, 
there would result from their removal a passive hyperemia and a 
fibrosis of the glandular tissue, tending to obliterate the secreting 
tissue and to hem in the cancerous area, causing the germs to be 
killed by their own toxines. This fibrosis is, in all points, simi- 
lar to that which occurs in any diseased glandular structure, liver, 


kidney, ovary, testis, ete. The fact of scirrhus cancer being the 
most frequent in this locality points to a fibrosis, the other forms 
occurring in structures not so prone to fibroid changes. This cur- 
ing of cancer or other germ diseases by hemming in the infected 
area may be produced in other ways, as by the administration in 
large doses of iron perchloride in erysipelas; thus causing a coag- 
ulated area around the diseased area, fatty degeneration changes 
not being a needful factor. After the germs have been destroyed 
by their own toxines the diseased tissue may be replaced by the 
action of healthy leucocytes and healing may take place. 


RECURRENT ECTOPIC PREGNANCY. 

Four times Dr. J. F. W. Ross, of Toronto, has met with 
ectopic pregnancy occurring twice in the same patient. At the 
Toronto Clinical Society he reported the last case: In 1898, a 
woman had hemorrhage, lasting for three weeks. On examina: 
tion a mass was found behind the uterus and a diagnosis of rup- 
tured tubal pregnancy made. Operation was performed and a 
blood clot found shut off by adhesions. A good recovery was 
made. In June, 1902, the same patient had indefinite pains and 
flow of blood from the uterus. On careful examination a very 
small nodule was found on one side of the uterus. It was not 
easy to feel it, but it could be distinctly made out and it was 
separate from the ovary. <A delay of two weeks ensued and pa- 
tient came back at the end of that time for re-examination. The 
nodule had enlarged to about double the size. There were no 
other signs of pregnancy present. Operation followed, and Dr. 
Ross secured the smallest unruptured ectopic gestation he had 
ever seen. The patient made an uninterrupted recovery. 


OPERATION ON INSANE WOMEN. 

Dr. A. T. Hobbs, of Guelph, Ont., has made a great many 
gynecological operations upon the insane with very gratifying 
results. He says that the charge that unnecessary surgical in- 
terference has been done in these cases is absurd as well as un- 
true, as prior to operation the patient’s family physician was 
consulted and askt to be present at each operation. This invita- 
tion was often accepted and unqualified approval of the work 
done was uniformerly exprest by these visiting physicians. In 
addition to this the written consent of the nearest relative was 
always obtained to even the most minor operations. These were 
some of the safeguards which surrounded these patients from 
unnecessary surgical interference. The value of gynecological, 
as compared with general, surgery is proved by the results ob- 
tained after operations for the radical cure of hernia. In 39 
patients of both sexes who were afflicted with either a ventral 
umbilical, inguinal, or femoral hernia, a radical cure was at- 
tempted, and with almost uniform success as regards the obliter- 
ation of this physical lesions. The mental results succeeding .the 
operation for hernias were almost nil, as no mental recovery 
occurred, altho decided improvement in the general tone of these 
patients was observed. In conclusion Dr. Hobbs says emphati- 
eally that there should be no doubt in the minds of physicians— 
general and special—as to the benefits that would accrue from the 
introduction and proper observance of aseptic gynecological sur- 
gery in institutions devoted to the care of the insane. But he is 
against unnecessary operations, such as the removal of norma 
ovaries for the possible effect, which cannot be beneficial. Ang 
also, that the state should see that its wards are properly safe- 
guarded against unnecessary operations, such as the removal of 
normal ovaries for the possible effect, which cannot be bene- 
ficial. 


TREATMENT OF METRITIS. 

Dr. John Campbell (Canadian Practitioner and News) says 
that in the treatment of this affection there can be no question 
about the utility of immobilization of the uterus by ap abdominal 
belt, so far as that is possible; about the avoidance of fatigue and 
strain; about the use of laxatives and dieting, or of glycerin or 
water enemata, or of glycerin suppositories, to aid evacuation of 
the bowels; or about the advantages of general tonics and of the 
natural medicinal waters, the ferruginous for the anemic cases, 
the alkaline for dyspeptic patients, and the indifferent and so- 
dium chloride waters for the neurotic. Douches are undoubtedly 
useful, but require to be used more energetically than they us- 
ually are. The advantages of the tampon have been much over- 
festimated, and to be of any use a daily application is necessary. 
Local bleeding in some cases is beneficial, especially where the 
cervix is chiefly involved. Intra-uterine medication is of the ut- 
most importance, and includes (1) the application of antiseptics, 
and (2) the application of caustics to the uterine cavity. Curetting 
and packing is, of all the methods of treating metritis, admit- 


tedly the best. 
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LITERARY NOTES. 


SURGICAL PRINCIPLES AND DISEASES OF THE FACE, MOUTH 
AND JAWS. 


A Text-Book of the Surgical Principles and Surgical Diseases 
of the Face, Mouth and Jaws. For Dental Students. By H. 
Horace Grant, A. M., M. D., Professor of Surgery and of Clinical 
Surgery, Hospital College of Medicine; Professor of Oral Surgery, 
Louisville College of Dentistry, Louisville. Octavo volume of 231 
pages, with 68 illustrations. Philadelphia and London: W.’B. 
Saunders & Co., 1902. Cloth, $2.50 net. This text-book, designed 
for the student of dentistry, succinctly explains the principles of 
dental surgery applicable to all operative procedures, and also 
discusses such surgical lesions as are likely to require diagnosis 
and perhaps treatment by the dentist. The arrangement and 
subject matter covers the needs of the dental student without 
encumbering him with any details foreign to the course of in- 
struction usually followed in dental colleges at the present time. 
The work includes, moreover, such emergency procedures as not 
alone the dentist and physician, but also the layman, may be 
ealled upon to perform. These, like the other subjects in the 
book have been described in clear, concise language, admitting 
of no unequivocalness. Whenever necessary, for the better eluci- 
dation of the text, well-selected illustrations have been employed. 
For the dental student the work will be found an invaluable text- 
book; and, indeed, the medical beginner, also, will find its perusal 
of more than passing benefit. 


PSYCHOPATHIA SEXUALIS. 


W. T. Keener & Co., of Chicago, have recéntly printed a new 
edition of this remarkable book by the late Professor Krafft- 
Ebing, of the University of Vienna. It is the only authorized 
English translation from the tenth German edition. As is proba- 
bly known to most readers of the Journal, this book treats of 
sexual perversions of every conceivable type, with special refer- 
ence to antipathic sexual instinct. It is of especial interest to 
those studying forensic medicine and neurology; but is also of 
import to the gynecologist. 


THE YEAR-BOOK SERIES, 


The Gynecological volume of the “Practical Medicine Series” 
is edited by E. C. Dudley, A. M., M. D., Professor of Gynecology 
in Northwestern University Medical School, and William Healy, 
A. B., M. D., Instructor in Gynecology in the same school, and 
consists of a careful synopsis of the most important contribu- 
tions to gynecological literature for the year 1902. It is written 
especially for the general practitioner who wishes to keep in 
touch with advances in this branch, yet who has not the time 
to read the numerous important and lengthy articles of the jour- 
nals. The price of the volume is $1.25. Publisht by the Year- 
Book Publishing Co., 40 Dearborn St., Chicago. 


. SOLLMANN’S PHARMACOLOGY. 


A Text-Book of Pharmacology. Including Therapeutics, Ma- 
teria Medica, Pharmacy, Prescription-Writing, Toxicology, ete. 
By Torald Sollmann, M. D., Assistant Professor of Pharmacology 
and Materia Medica, Western Reserve University, Cleveland, O. 
Royal octavo volume of 880 pages, fully illustrated. Philadel- 
phia and London: W. B. Saunders & Co., 1901. Cloth, $3.75 net. 
This work aims to furnish, in a manner suited for reference and 
study, a scientific discussion and definite conception of the action 
of drugs, as well as their derivation, composition, strength and 
dose. The author bases the study of therapeutics on a systema- 
tic knowledge of the nature and properties of drugs, and thus 
brings out forcibly- the intimate relation between pharmacology 
and practical medicine. Practitioners and students will find the 
work an admirable guide in that most important part of their 
equipment, namely, how to use drugs accurately and efficaciously, 
The book includes the practical subjects of materia medica, phar- 
macy, prescribing, incompatibility, toxicology, etc. A special 
chapter has been devoted to toxicology analysis, including both 
the inorganic and organic poisons. Pharmaceutic assaying has 
likewise been given due consideration. There is also a section 
on laboratory experimentation, which, besides rendering the 
greatest aid to the student in the laboratory, will serve as a basis 
for classroom demonstrations. The book will be of the utmost 
service, not alone for students and practitioners, but also to drug- 
gists and everyone interested in the use of medicines. 


SAUNDERS’ MEDICAL HAND-ATLASES. 


Atlas and Epitome of Diseases of the Mouth, Pharynx and 
Nose. By Dr. L. Grunwald, of Munich. From the Second Re- 
vised and Enlarged German edition. Edited, with additions, by 
James E. Newcomb, M. D., Instructor in Laryngology, Cornell 
University Medical School; Attending Laryngologist to the Roose- 
velt Hospital, Out-Patient Department. With 102 illustrations 
on 42 colored lithographic plates, 41 text-cuts and 219 pages of 
text. Philadelphia and London: W. B. Saunders & Co., 1903. 
Cloth, $3.00 net. In designing this atlas the author has kept 
constantly in mind the needs of both student and practitioner, 
and as far as possible typicalcases of the various diseases have 
been selected. The illustrations are described in the text in 
exactly the same way as a practist examiner would demonstrate 
the objective findings to his class, the book thus serving as a sub- 
stitute for actual clinical work. The illustrations themselves are 
numerous and exceedingly well executed, portraying the condi- 
tions so strikingly that their study is almost equal to examination 
of the actual specimens. The editor has incorporated his own 
valuable experience, and has also included extensive notes on the 
use of the active principle of the suprarenal bodies in the materia 
medica of rhinology and laryngology. The work, besides being 
an excellent atlas and epitome of the diseases of the mouth, 
pharynx, and nose, serves also as a text-book on the anatomy 
and physiology of these organs. Indeed, one wonders how the 
author has encompasst so much within such a limited space. It 
is, upon the whole, a very commendable little book. 


CURE OF INSANITY. 


The twenty-ninth annual report of the Cincinnati Sanitarium 
has been received. As usual it records the good work being 
done by the distinguisht Dr. Orpheus Everts and his able assist- 
ants. The record of sixty recoveries from insanity in a total of 
only one hundred and fifty admissions—in the present state of 
psychiatry in this country and Europe—may be regarded as espe- 
cially satisfactory. Less than thirty recoveries to a hundred ad- 
missions is now the expectation in the best conducted hospitals 
of this country and Great Britain. The fact that the expectation 
of recovery of the insane has gradually, but steadily, diminisht 
within the last forty years—years memorable for the growth and 
advancement of science, and radical reforms in methods of caring 
for, and treating, the insane—is a matter worthy of note. This 
remarkable advance is due in great measure to the work of the 
men like Everts who have made the treatment of mental de- 
rangements as nearly an exact science as our present knowledge 
of materia medica and therapeutics permits. There is much in 
Dr. Evert’s report worthy of careful reading. 


REPRINTS RECEIVED. 


Among reprints recently received those worthy of special 
mention are: Some Deformities Corrected; by Daniel La Ferte, 
M. D., Professor of Orthopedic Surgery in the Detroit College 
of Medicine. Weight and Diet in Pulmonary Consumption; by 
John P. Russell, M. D., of New York. The X-Ray in the Treat- 
ment of Cancer; by Emil H. Grubbe, B. S., M. D., Professor of 
Radiography in the Illinois School of Electrotherapeutics, Chi- 
cago. The Treatment of Chronic Dysentery; by John L. Jelks, 
M. D., Surgeon to the Shelby County Insane Asylum, Memphis, 
Tenn. Congenital Dislocation of the Hip; by Dexter D. Ashley, 
M. D., New York City. The Relationship Lues Bears to the 
Body Politic; by S. P. Collings, M. D., Hot Springs, Ark. Crim- 
inal Responsibility of the Insane; by John Punton, M. D., Pro- 
fessor of Nervous and Mental Diseases in the University Medical 
College of Kansas City. Diagnosis of Prolapse of the Kidney 
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